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ICKMAN’S early study * indicated that teachers were 

not aware of the seriousness of withdrawal in young 
children and that they were much more concerned with the 
child who was a behavior problem in class. They felt that the 
problem child was much more of a mental health risk than was 
the withdrawn child. Hobson’s study? about a decade later 
lent support to the findings of Wickman. A more recent study 
by Stouffer,? repeating Wickman’s procedures, indicated that 
teachers had advanced considerably in their knowledge of 
good mental hygiene principles. The present study is an 
attempt to shed some light on the extent to which teachers un- 
derstand the needs of the withdrawn child. 

Every experienced elementary school teacher has had to 
cope, at one time or another, with a child or with children in 
her classes who would be termed ‘‘withdrawn.’’ These chil- 
dren seldom or never volunteer for any assignment or special 
activities and when placed in such activities they frequently 
function in a listless and inhibited manner. When left to their 
own devices they frequently resort to solitary, unconstructive 
activities which are often irritating to those about them. They 
may tap with their pencils, finger their hair, gaze out the 
window, doodle with their pens or pencils, and in countless 
other ways appear to be discharging the tension and energy 
which other children are putting into more constructive and 
socializing activities. The pattern of withdrawal, once initi- 
ated, tends to reinforce itself and to become more and more 
pronounced as time passes. The child has less and less contact 
with other children of his age and becomes less and less capable 
of functioning with others to his own satisfaction. It is im- 
portant, then, that the pattern of withdrawal be broken up as 
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early as possible. This study presents an analysis of the 
techniques which are reported by one group of teachers at the 
first and second grade levels to bring the withdrawn child 
into better social contact with the other children in his class- 
room. ; 

The data for this study were gathered through the use of 
a simple questionnaire which was sent out to the first and sec- 
ond grade teachers in the public schools of Jackson, Mich. 
After giving some background information on the problem of 
the withdrawn child, the following instructions were given and 
questions asked: 


‘‘On the attached sheet, will you please describe clearly but briefly any 
procedures, techniques, maneuvers, ete., which you have found particularly 
effective in bringing the withdrawn child into the group. Please be 
specific. These should be things you do, rather than principles by which 
you are guided. Describe what materials, if any, are involved. Tech- 
niques which you have developed as a result of your own experience are 
likely to be of most value. Nevertheless, specific techniques which can 
be used in the classroom are the objectives of this request. Feel free, 
therefore, to consult with colleagues or to jot down techniques which 
have been mentioned in courses you have taken, remembering that your 
own experience is probably the best criterion of what is a good technique 
for this purpose. Make as many suggestions, and describe as many tech- 
niques, as you wish. It is hoped that there will be at least one suggestion 
from each person who receives this request.’’ 


Thirty-two teachers responded to the questionnaire with 
137 suggestions for dealing with the withdrawn child. 

The question arises, are the 32 teachers who responded to 
this questionnaire similar in important respects to the 40 
who did not respond? If we are to make generalizations about 
teachers from the results of this study, we must have some 
assurance that the teachers who responded are representative 
of other first and second grade teachers. According to t-tests, 
the mean ages of the responders and the non-responders are 
not significantly different, nor are there significant differences 
in years of experience. Performance ratings by supervisors 
were not markedly different for the two groups. <A chi-square 
test of the distributions of the two groups according to amount 
of formal training was not significant, although it closely 
approached significance at the .05 level, the responding group 
having a slightly higher academic attainment. There are, 
therefere, no statistically significant differences in the above- 
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mentioned respects between the responders and the non-re- 
sponders. 

Although each technique was aimed ultimately at bringing 
the withdrawn child into better social contact with his peers 
and his teacher, the techniques could be classified accord- 
ing to certain sub-goals which were vital to the attainment 
of the overall goal of bringing the withdrawn child into closer 
contact with the people about him. There were seven of these 
sub-goals or intermediate objectives (including a ‘‘miscel- 
laneous’’ category). They are listed below in the order of 
frequency with which they were mentioned: 


1. Develop the child’s confidence in himself; provide ego support and 
enhance the child’s self-concept. Seventy-six of the 137 suggestions, 
or 55 percent of the total, were placed in this category. Because such 
a large number of the responses were included in this classification, 
this category was broken down into sub-categories as follows: 

(a) Directly praise the child for things he has done, taking every 
opportunity to give legitimate praise. Several teachers reported 
that they would even praise a child for such behavior as ‘‘being 
such a good rester.’’ 

Give the child recognition. Although this is closely allied with 
the giving of direct praise as described above, it involves a some- 
what different class of activities. For example, one teacher made 
a special point of talking ‘‘to’’ a withdrawn boy by looking 
directly at him now and then during group sessions. Other teachers 
would call on him first to be ‘‘It’’ in a game, and others might 
call the group he is in by his name, i.e., ‘‘Tom’s group.’’ 

Confer some responsibility on the child. ‘‘Confer’’ is used ad- 
visedly, as against ‘‘impose.’’ Emphasis was placed on the fact 
that this responsibility should involve tasks which the child per- 
ceives as real and important. 

Find areas or activities in which the child feels secure enough to 
participate. Some children were able to talk relatively freely 
about their families when questioned. Some children first- par- 
ticipated in group activities when they described their pets at 
home or were asked to bring them to school. Other children were 
drawn out through art activities, 

Ask the child for suggestions and advice in areas where he is able 
to be helpful. Teacher-pupil planning was described as one 
activity which was often helpful in getting a child to participate. 
Inform the child of the progress he is making. Although this 
is closely related, again, to the direct praise described in (a) 
above, it is somewhat different in that it is a more objective -de- 
scription by the teacher of the progress that the child is making, 
She points out, for example, that he is able to do certain things 
which he was not able to do before. This may also involve sending 
evidence of good work home to the parents. 
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(g) Help the child when he needs it, and not only when he asks for it. 
If the teacher is perceptive enough to know when the child needs 
help, she may be able to help him avoid many traumatic failure 
experiences. 

2. Manipulate the environment to encourage the child’s contact with his 
peers. Some variation of this approach was advocated in 13 percent 
of the responses. Some teachers make a point of placing the withdrawn 
child in group activities with friendly children. He may be seated 
near outgoing, friendly boys and girls. The child is often placed in 
a very small group to make it easier for him to communicate with the 
others in the group. Some teachers directly encourage other children 
to play with the withdrawn child. 

. Wean the child gently away from withdrawal and toward participation 
(10 percent of total suggestions). The child is protected from trauma- 
tization, from being pushed faster than he feels capable of moving 
in the direction of participation with others. Thus, the child is 
allowed to participate in groups first, where he is able to remain rela- 
tively anonymous and yet participate in the group. Later, when the 
teacher feels he is ready for individual participation, he may be 
encouraged to perform individually. If individual participation is 
required by the activity at a particular time in class, one teacher’s 
technique is to ‘‘wait until others have made mistakes before asking 
him.’’ Some teachers protect the child against the ridicule and teasing 
of his classmates. Another technique for ‘‘gentle weaning’’ is to 
start the child on activity which is primarily or solely physical. It is 
usually some activity which he can do by himself and which does not 
at first require communication with others. It amounts to starting the 
child with some form of ‘‘parallel play’’ and bringing him along from 
that stage of development. Later on, he is given activities which 
require the help of one other child, and through this gradual process 
the child is brought into active communication and participation with 
the group. 

. Help the child to understand his need to participate and share with 
others. The specific technique most frequently used here was to talk 
directly with the child, pointing out how much more fun it would be 
for him if he were to join the others. Nine percent of the suggestions 
were in this area. 

5. Develop feelings of security in the classroom, helping the child to feel 
‘at home’’ with the teacher and with other children. This may in- 
volve conversing with the child about things with which he is familiar, 
directly assuring him that he is needed and loved by the teacher and 
the rest of the class, smiling, and providing enough freedom within 
the room so that the child does not feel that he is hemmed in by regu- 
lations and restrictions. One teacher reported that she had taken a 
withdrawn child home with her for dinner and the evening to help the 
child develop feelings of security with the teacher in the classroom. 
. Set a pattern of relaxed calmness in the classroom. Four of the 137 
suggestions were classified in this group. All four of these suggestions 
were given by one teacher, and included ‘‘using soft but clear voice 
tones’’ and ‘‘moving at a moderate speed.’’ 

. Miscellaneous suggestions, These are responses which did not appear 
to be classifiable in any of the other categories, and include the fol- 
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lowing: Provide a good example of acceptance of, and communication 
with, the withdrawn child; set standards of achievement within the 
child’s capability and keep the child challenged; work from an under- 
standing of the home situation; suggest to the family that the child 
have a physical examination. 


The material presented above may be said to represent the 
thinking of thirty-two first and second grade teachers about . 
how best to deal with the withdrawn child. We have no 
adequate evidence as to whether or not the thinking which is 
presented in this study is transformed into effective action. 
The teachers’ responses to this questionnaire tell us what they 
know about how to deal most effectively with the withdrawn 
child. Evidence that at least some of the teachers are prac- 
ticing the techniques which they describe may be derived from 
the fact that many of the teachers, in reporting their tech- 
niques, described specific cases in which they were used, fre- 
quently giving the name of the child. | 

The results of this study have some interesting implica- 
tions with regard to the mechanism of withdrawal in children 
at the first and second grade levels. We must consider, first, 
that these suggestions for handling the withdrawn child come 
from people who are practitioners dealing with ‘‘normal’’ 
children in a ‘‘normal’’ setting. That is, these are not children 
who have been referred to a hospital or child guidance clinic, 
and their withdrawal cannot be considered pathological. 
With most of the children, the withdrawal appears to be an 
adjustment mechanism which is amenable to change without 
prolonged and intensive psychotherapy. As indicated above, 
55 percent of the suggestions could be classified as ‘‘ego-sup- 
portive,’’ but many other suggestions which were not classified 
in this category nevertheless had a strong element of ego- 
supportin them. From this, we may conclude that the teachers 
in general feel that the withdrawn child needs most to develop 
confidence, or, in other words, to develop a different and more 
flattering self-concept. The implicit reasoning behind the 
techniques used by the majority of the teachers appears to be 
that the child withdraws because he feels inferior in the kinds 
of activities taking place in the classroom. There is a need 
in every child to maintain a favorable self-concept, and the 
withdrawal is a protective mechanism to prevent failure and a 
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consequent lowering of the self-concept. Thus, by improving 
the child’s self-concept (increasing his confidence in himself), 
the teacher encourages the child to participate with other 
children and also makes him more able to tolerate failure. 
The child who is not severely traumatized by failure in a group 
situation is able to participate, and in the process is likely to 
achieve some successes. This is why children who are once 
brought into participation with the group, under the guidance 
of a supportive adult, are usually able to continue under their 
own power as members of the group. The extent to which 
ego-support is recognized as a necessary element in the social- 
ization of the withdrawn child is indicated by the fact that 
only three out of the thirty-two reporting teachers did not 
report some kind of ego-supportive technique. 


SuMMARY 


This study has reported the results of a questionnaire sent 
out to thirty-two first and second grade teachers concerning 
techniques for helping the withdrawn child. The 137 sugges- 
tions gleaned from the responses were classified according 


to seven categories of techniques. It was found that a majority 
of the suggestions involved providing ego-support to the 
child and enhancing his own self-concept. Some implications 
of this study for the mechanism of withdrawal in young 
school-age children are suggested. 
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HELPLESS—NOT HOPELESS 


JUDITH CELLER 1 


The spirit of a man will sustain his infirmity; 


but a broken spirit who can bear? 
Proverbs, XVIII, 14 


AM a cerebral palsy—a severe cerebral palsy. Physically, 
I am totally helpless, but mentally and emotionally I am 
completely normal. 

How does a severely handicapped person with a normal 
brain adjust to the world? Let’s face it—you have to cut the 
cloth to fit the pattern. Adjustment can be made only within 
the framework of the material at hand. In my case, the 
material at hand was very limited. Did you ever smash an 
electric light bulb? That’s what happened in my brain. The 
cells of locomotion were completely shattered as a result of 
an injury at birth. An injury of this sort causes spasticity 
in the muscles of the body. Spasticity simply means the in- 
voluntary contracting of the muscles because the muscles do 
not receive the nerve impulses correctly from the brain. The 
impulses come too fast—a lot of short irregular ones, instead 
of one long even one. Open and close your hand several times 
very quickly. Now imagine your hand doing this of itself. 
This is what happened to me—not in just one hand, but 
throughout my whole body. 

Another part of the overall physical picture which has a 
social aspect is a severe speech defect. I said before that my 
handicap was a physical one, and not a mental one. Yet 
speech, my only communication with the outside world, falls 
in the realm of the physical. So in order to express myself, 
I have had to overcome this all-important impairment. 

You will notice that I have used the past tense, because to 
a great extent I have not only overcome my speech defect, 
but I have made great strides in improving my general con- 
dition as well. That is, within the realm of my possibilities. 
The cerebral palsied person that one sees walking around 
today is a hemiplegiac, which means that two lobes of the 


1In collaboration with Ronnie Falick. 
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brain have been injured. In my case, fate decided to do a 
thorough job. Four lobes were affected. Until I was about 
seven, I was almost vegetative; I had absolutely no control 
of my body. My arms and legs flew around in the air and 
I couldn’t sit up without being propped on all sides. When I 
tried to hold my head up it jerked and flopped from side to 
side. My speech was an unintelligible kind of ‘‘grongeling,’’ 
as we called it—harsh, low guttural sounds that only my 
mother and nurse could barely understand. 

Today, as a result of intensive training, I am able to sit 
quietly in my wheelchair. I can hold my body and head erect. 
My pronunciation is good and I speak in a pleasant voice. 
Anyone who takes the trouble to listen carefully can under- 
stand me. 

When I look back upon my life, two seemingly contrary 
themes emerge. One is an increasing feeling of isolation 
and withdrawal that comes with an ever-growing awareness 
of my handicap. The other is an intense desire to overcome 
this feeling of isolation, and to participate as much as pos- 
sible in a normal life. 

As a child, I was hardly aware of my handicap. I lived 
with my mother and father and sister in a brownstone house 
in a pleasant section of Brooklyn. It was pleasant because 
everybody knew everybody else. We said ‘‘good morning’”’ 
to the letter-carrier ; we knew the street-cleaner; and the men 
tipped their hats and said ‘‘good evening’’ when they came 
home from work. All the children played and grew up to- 
gether. They never taunted me nor made fun of me, and 
no one ever pointed and said, ‘‘ Look at her—she’s a cripple.’’ 
I guess that was because their mothers brought them as small 
children to play in our yard, and as they grew older they 
gravitated there. My yard was the focal point of the whole 
neighborhood, and I was always in the middle of everything 
that was going on. When the kids jumped rope, I was always 
the ‘‘ender.’’ Every time the rope fell out of my hand, which 
was often, they would pick it up and say, ‘‘O, Judy, you’ve 
dropped it again,’’ and then hold the rope until I could grasp 
it. We used to play hide-and-go-seek. The one who was ‘‘it’’ 
would put his head in my lap and I was to see that he didn’t 
peek. While I was counting, I carefully took notice of where 





HELPLESS—NOT HOPELESS 537 


each one hid. I know that I had more fun than the other 
children. Why? You know how it is when you watch a 
murder mystery: the killer is lurking behind the door and 
the detective is just about to open it—you’re dying to yell 
‘‘watch out!’? That’s what happened to me when the child 
who was ‘‘it’’ approached the spot where one of the others 
was hidden. I was in a frenzy of excitement, and it took 
everything I had not to give it away. 

My yard was the neighborhood playground, but there were 
times when the children didn’t come—that is, all except 
Dorothy. Dorothy had a great deal to do with making my 
life normal. Very often the blind will say that another person 
is their eyes. Well, Dorothy was my hands and legs. She 
moved into our neighborhood when I was six. She was a 
year younger. Luckily for me, children’s friendships seem 
to spring up without regard for the petty differences to which 
grown-ups attach so much importance. Dorothy, like most 
of the other children on the block, differed from me in re- 
ligious as well as economic background. I am Jewish, she 
is Catholic; and my family was considered well-to-do in com- 
parison with hers. Still, we were the best of friends. We 
used to play ball together, or rather Dorothy played for both 
of us She would bounce the ball for herself, then, when she 
missed, she would play my turn. Surprisingly enough, I even 
won once in a while. 

There were many games that we played by ourseives that 
nobody else could share. One stands out because it went on 
for years. In fact, it went on until we reached our twenties. 
We called it ‘‘The Gang,’’ because we acted out the parts of 
imaginary characters who always palled around together. Of 
course, it was highly indicative of our secret desires. Dorothy 
was the glamour girl, replete with furs and riches; I was the 
smartly suited and independent career woman who always 
made just enough to get. along on. Contrary to the soap 
operas and comic strips, however, our characters grew older 
and their children grew up. 

Don’t get the impression that Dorothy and I got along per- 
fectly. We fought like any other two kids would fight. Often 
and well. My mother tells the story about the time when a 
horrified neighbor rushed into the house to report that Doro- 
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thy was hitting Judy. He was sure that this would end all 
friendship between the angelic little invalid and the nasty girl 
next door. He was completely floored when a very unper- 
turbed mother replied, ‘‘What did Judy do first?’’ And I 
guarantee that little angelic Judy did do something first. 

The attitude of Dorothy and the other children was a direct 
reflection of the attitude of my mother and father. They de- 
cided from the beginning to treat me as normally as possible, 
and so they did. My life within the family circle was like 
that of any other child. I was scolded when I deserved it; I 
was praised when I merited it; I was encouraged when I 
needed it. I realize now that although they worked together, 
each played a different role in my life. In my mind, the word 
‘‘Daddy,’’ is synonymous with the word ‘‘fun.’’ Because 
Daddy is such a kind, gentle person, it must have hurt him 
terribly when he realized that his Judy would always be an 
invalid. I’m not supposed to know this, but I’ve always felt 
it intuitively. Perhaps this is why he comes home cheerful 
and joking at the end of a tiring and sometimes discouraging 
day. Daddy was never too tired to give me a piggy-back ride 
—our favorite game. When bedtime came, Daddy was my 
white charger who galloped up the stairs with me on his back. 
We would hide in my parents’ room while my mother looked 
for us. First she would lock in my room, and when she 
couldn’t find us there she would say loudly enough for me 
to hear, ‘‘Now where can they be?’’ As though she didn’t 
know. In the meantime I’d be giggling while Daddy tried to 
hush me. Then as my mother came down the hall to look in 
her room, we would sneak into my room through another 
passageway. By the time my mother found us, I was tucked 
snugly into bed and insisting that I’d been there all the time. 
The more we played it, the better I liked it. The repetition 
never seemed to diminish the fun or suspense for me. 

Daddy and I had lots of rollicking times together—a good 
old-fashioned rough and tumble session was my greatest de- 
light. Daddy never missed an opportunity to give me a happy 
time, and because he is such an adaptable person and gets fun 
out of simple things I know he enjoyed these times as much 
as I. 

Unfortunately, these happy times had to be few and far be- 
tween. Daddy is a Congressman, and his duties keep him 
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away from home a great deal. This meant that my actual 
upbringing fell to Mother. All mothers have the responsi- 
bility of providing for the particular needs of their children— 
seeing that they eat the right food, get te bed on time, and do 
their homework. But mine realized the need of establishing 
a pattern of behavior towards me which could be followed by 
those around me. It would have been easy for Mother to fall 
into the pitfall of overprotecting her helpless child. But she 
understood that even such as I would have to face the world 
and cope with its problems. So Mother treated me as nor- 
mally as possible, and the others in the family followed suit. 
My favorite dessert wasn’t served more frequently than any- 
one else’s. I had to eat my lima beans even though I hated 
them—they were good for me. I had to wear long cotton 
stockings in the winter time. And I had to go out in the fresh 
air, whether I wanted to or not, and what’s more I had to stay 
out the allotted time. I knew that all my arguments or persua- 
sions to the contrary would not prevail. 

The most important and wonderful thing was the influences 
and people Mother brought into my life. As I couldn’t go out 
and find them for myself, she had to bring them to me. That 
is why I call her my stage manager. She introduced the people 
onto the stage of my life, and then, as do all good stage man- 
agers, let them perform in their own particular way. 

When I was seven, my mother brought two people into my 
life who have had a greater influence over me than any of the 
others I have ever known. One of them is my nurse, Fraulein. 
I have been fortunate in having the same nurse for twenty- 
three years. When my parents have to leave me for any 
length of time, they can go with never a worry as to my care. 
Fraulein is always there. Not only does she take perfect 
physical care of me, but she has been like a mother to me. 
When I want to talk something over, Fraulein always listens; 
when I have a problem, Fraulein always understands. 

Fraulein had many little ways of entertaining me. She told 
me stories about a most unusual dog she had in Germany that 
could talk, cook, clean, and take care of the house. I would 
look up at her with an incredulous expression and ask, ‘‘Have 
you really got a dog like that?’’ ‘‘But of course,’’ was the 


reply. 





540 MENTAL HYGIENE 


Fraulein used to tell me about her childhood and teach me 
the little folksongs that she had learned. At Christmas time 
she would tell me about the Christmases she knew in Ger- 
many; how they decorated their trees with popcorn and real 
candles. Today I still remember the carols that she taught 
me to sing in German. Through Fraulein’s reminiscences, I 
came to understand and appreciate the character of the people, 
and I think that is the reason I feel so strongly inclined toward 
German music and literature. 

As I said before, Mother brought two people into my life 
when I was seven. The second person was Leonie. At the 
time, Mother felt I needed training in coordination and speech. 
My orthopedist recommended Leonie as a fine physical and 
speech therapist. It was she who brought about my develop- 
ment from a vegetative being to what I am today. 

This was done with intensive training, kindness, compas- 
sion, and patience. Consummate patience is absolutely neces- 
sary for this type of work. The primary requisite in remedial 
work such as I required is to learn relaxation—a difficult task. 
The more I relaxed the less spastic my muscles were. Only 
through relaxation can coordination be taught. When one 
railroad track is damaged, the trains that run on that track 
must be rerouted. As many of my nerve pathways, or tracks, 
have been damaged, the nerve impulses have to be sent along 
other pathways. Leonie accomplished this first with passive, 
then with active exercise. Suppose that the task was learning 
to flex my arm. First Leonie moved my arn, until after many 
repetitions, I got the feel of the movement. Then I took over 
and tried to duplicate the movement I had just felt. I might 
do it once and then lose it, and so Leonie would repeat the 
passive phase. The new pathway was established when I had 
nailed it down to the point where I could do it at will. 

The same procedure was followed with my speech. Natu- 
rally, for practical purposes, we attacked the problem of pro- 
nunciation first and when I had some mastery over this, we 
went on to the more difficult task of voice training. I was 
tone deaf. Many similar tones sounded identical to me, and 
therefore I had to learn to hear the difference between them, 
not only in Leonie’s voice, but in my own. Once I could dis- 
tinguish between them I could use the sounds properly in my 
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speech. As a dancer requires rhythm to perform smoothiy, 
so I had to learn rhythm to coordinate speech and control 
movement. 

I’m sure you realize that such people as I have psycho- 
logical problems that are closely related to the physical aspect 
of their handicap. Here Leonie’s training in psychology was 
of immeasurable importance. She explained to me that al- 
though my desires were like any person’s, they had to be 
sublimated because of my condition. She helped me to over- 
come the self-consciousness and uneasiness that I felt when 
I jiggled around and grimaced in public. When I entered a 
restaurant, I hoped I could sit at a table against the wall 
because I knew I didn’t eat properly and I felt self-conscious 
and uncomfortable when others watched me. Leonie explained 
to me that most people feel conspicuous when all eyes are upon 
them, and that this feeling was by no means peculiar to me. 

Leonie did more than just teach me. She showed me a way 
of life—a way to live with my handicap. By talking about my 
handicap as naturally as you would about the weather, she 
got me to look upon my disability, not as something to be 
ashamed of and hidden away in a corner, but a condition that 
I had to accept and live with. 

As a small child I was painfully timid, perhaps because I 
was afraid that someone might take advantage of my helpless- 
ness. Through the years, Leonie showed me how to stand up 
for my rights, while at the same time she made me realize 
that I was not the whole ‘‘cheese’’-—that I was one member 
of the family and had to fit into the life of the family. 

All individuals are sensitive. I am no exception. People 
have unwittingly hurt me so many times in so many ways 
that it would be impossible to recount them. The ambulant 
do strange things. Often I have gone to Leonie with these 
hurts, and because of the empathy that exists between us, I 
was finally able to understand the immortal phrase, ‘‘ Forgive 
them, for they know not what they do.”’ 

Today, as a result of the efforts of the United Cerebral 
Palsy Societies, the New York City Board of Education has 
established special classes in the public schools for cerebral 
palsied children. When I became of school age, educators, 
doctors, and even parents were just becoming aware that 
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some C.P.’s had mentality, and that with proper training they 
could become useful members of the community. 

Home instruction for the handicapped had just been estab- 
lished by the Board of Education. A teacher was sent to the 
child’s home for one and a half hours two or three times a 
week. Before the child could get a teacher, she had to be 
interviewed in order to ascertain whether education was indi- 
cated. My interview was my first encounter with harsh 
reality. Imagine a spastic child, who becomes ten times more 
spastic when she is nervous, coming for her first interview. 
True, my arms and legs flew in all directions, and it was almost 
impossible for a stranger to understand me, but according to 
my mother, there was always an intelligent expression in my 
eyes. 

My mother wheeled me into the room. The interviewer 
looked up from her desk, took one swift glance at me, and 
with a wave of her hand, said, ‘‘No mentality. She can’t have 
a teacher.”’ : 

Luckily for me, my parents were intelligent and determined 
enough not to accept this arbitrary verdict, but appealed to 
someone higher in authority. Finally, I was granted my 
teacher. But what about those other children who met with 
the same heart-breaking experience? 

Home instruction at best cannot compare with going to 
school. I had only three lessons a week, each lesson lasting 
one and one half hours. It is true that four and a half hours 
a week is hardly time enough for anyone to learn the three R’s. 
It is also true that weak eyes and poor coordination made me 
a slow reader. But, in addition to these, I was lazy. Reading 
was hard, so why make the effort? To make things easier for 
me, when I first began to learn history and geography my 
teacher gave me a little book with questions and answers along 
with the textbook. I skimmed through the textbook and relied 
on memorizing the little book. The result was that I never 
learned to study from a textbook. 

I could not take exams, at least, not in the beginning. At 
the mere thought of one, I would go to pieces. Gradually, 
however, I was able to take informal oral ones, but even then, 
in a spelling test, for example, my teacher would pick out 
those words that I was sure to know. As luck would have it, 
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she became ill on the very day that I was to take my final 
examination. <A substitute teacher was sent, and she picked 
words at random. I was terrified. Spelling was my worst 
subject. I got 48. The passing mark was 65. 

In spite of my trials and tribulations, and how amusing 
they seem now, I managed to graduate. Daddy was the main 
speaker at the exercises, and it was a proud and happy mo- 
ment when he handed me my diploma. 

It’s too bal that one has to grow up, because with growing 
up come problems. Gradually, almost imperceptibly at first, 
I began to have a sense of isolation. As I grew older, this 
feeling took on momentum, until now I feel it most keenly. 
This article is an attempt to break through my isolation, but 
Iam getting ahead of my story. 

My high school days were just a continuation of grammar 
school as far as lessons were concerned. But it was in the 
social aspect of my life that I began to feel my isolation. 
Adolescence is primarily a period of giggling and romantic 
nonsense. Dorothy and I continued with our game, but it 
took on a romantic aspect. We were both ‘‘in love’’ with 
Nelson Eddy and so we incorporated him into our game. On 
Saturday afternoons we would play Nelson Eddy records, 
and I still find myself getting nostalgic when I hear ‘‘Do You 
Remember?’’ from ‘‘Maytime.’’ Dorothy would dance. I 
couldn’t. Not being able to walk alone didn’t bother me. I 
could be wheeled to wherever I wanted to go. But dancing, 
ah, that was romantic, and nobody could do it for me. Doro- 
thy could play ball for me, but dance for me she could not. 

If watching Dorothy dance was hard for me, you can imagine 
how left out I felt when she began to go out with boys. Sunday 
mornings she would tell me about her Saturday night dates. 
This always produced a conflict within me. On the one hand, 
I wanted to hear all about it, because through her I could 
experience, at least in part, the thrill and excitement of a date. 
On the other hand, I felt miserable after she went home be- 
cause I could never really know what it was like to go out 
with a boy. It’s one thing to listen to someone talk about 
experiences—I was carried along by the good times that 
Dorothy described—but it’s quite another matter to brood 
over them later. It was then that I really feii out of things. 





544 MENTAL HYGIENE 


However, a few years later, a friend of ours did introduce 
me to a young man who had cerebral palsy. He was getting 
his Ph.D., and since I was taking college courses, she thought 
we would have a great deal in common. Because I had read 
so many love stories, I formed a mental picture of a ‘‘dream 
boy’’—tall, blond, and handsome. Harry was so different 
from my romanticized concept that my heart fell when I saw 
him. To cap the climax, his hand was wet and clammy when 
he shook mine. Then and there I made up my mind that I 
would have none of him. Every woman has one regret in her 
life. This was mine. It may have been all moonlight and 
roses then, but now that I am ten years older I realize that 
it is not the exterior that counts. Love, marriage, children— 
these are the things that make life worthwhile—this is the 
banquet of life. A banquet I cannot partake of. I can only 
watch it as though through a window. 

Religion is an integral part of almost everyone’s life. The 
only religious experience I had had was a little German bed- 
time prayer Fraulein taught me and the prayer that my 
mother said over the Sabbath bread. When I was fourteen, 
I decided that I wanted to be confirmed. My mother agreed, 
and engaged a rabbi, and for two years he taught me Jewish 
customs and traditions. A few months before confirmation, 
our family rabbi suggested that I attend his confirmation 
class. I was very excited, because for the first time I had to 
buy a dress for a special occasion, and not just because I 
needed it. Then, too, this was my first experience with a 
group of people of my own faith. Once again I felt strange 
and isolated—this time an isolation that had nothing to do 
with my handicap. To add to my distress, they were dis- 
cussing ethics, and I had no idea what the word meant. 

Confirmation day followed the usual pattern—the services, 
the party, the presents. The outstanding moment came when 
the rabbi stepped down from the pulpit, and placing his hand 
on my bowed head, said, ‘‘ May God bless you and keep you.”’ 

If there was one person who more than any other helped 
me to overcome my isolation, it was Dorothy—Dorothy with 
her gaiety and her wonderful capacity for enjoying people. 
When I was about eighteen I was asked to join the sorority 
to which my sister belonged. I went through the usual feel- 
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ings of pride, terror, and joy when I was asked, pledged, and 
finally initiated. At first Fraulein took me to the meetings. 
But one day when Fraulein wasn’t feeling well, Dorothy went 
along. Except for the fact that the chauffeur drove us and 
called for us, Dorothy and I were just like any other two girls 
going out on a Sunday afternoon. It gave me a sense of 
complete freedom, because I could be with people my own age 
without having an older person along. My self-consciousness 
fell away. I usually had been too self-conscious to eat at meet- 
ings, but this time, before I had a chance to protest, Dorothy 
popped a big cookie into my mouth, and jokingly said, ‘‘ Now 
don’t go and choke on me.’’ I laughed, the girls around us 
laughed, and the tension was broken. The afternoon was such 
a huge success that my mother asked Dorothy whether she 
would like to go with me every week. And so began a series 
of happy times that lasted for two years. 

We went to several cocktail parties and a dance or two, but 
the occasion I remember best is my first cocktail party. Doro- 
thy and I, dressed up in our party finery, came downstairs 
for inspection. My mother looked us over carefully and de- 
cided that, yes, we would do. Daddy, with a sly grin, asked us 
if we had enough money to get drunk on, and slipped ten 
dollars into my hand. ; 

When we arrived at the Waldorf, we discovered that my 
wheelchair would not go through the revolving door. What 
to do! Dorothy, with her usual pluck, marched straight off to 
the manager, and together they decided that I should go in 
by way of the kitchen. And so, in our silks and satins, we 
sailed gaily by the pots of stew, tons of peeled onions, and 
heads of lettuce. 

Towards the end of the party, three of the girls decided 
that they would go to a cafeteria for a bite to eat. I glanced 
at Dorothy with a look that said, ‘‘How I wish we could go 
too.’’? As if she read my thoughts, Dorothy said, ‘‘Let’s go.’’ 
You can’t imagine what a thrill it was for me to have Dorothy 
call home and casually tell Fraulein that I wouldn’t be home 
for dinner. At the cafeteria, I had a terrible time getting 
down a dry cream cheese sandwich, but who cared!—I was 
having fun. 

When I grew too old for the sorority, I joined Hadassah, a 
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women’s Zionist organization. Dorothy came along, and so 
they asked her to join. As far as I know, Dorothy was the 
only Christian who belonged to Hadassah. 

I said before that I went to dances. Would you be sur- 
prised if you saw a chair-bound person at a dance? Well, such 
a thought never entered my mind. I felt myself a participant 
at these dances. When the music stopped, Dorothy would 
bring the boy she danced with over to meet me, and a group 
of boys and girls would gather round. Sometimes, when the 
music started, one girl would ask me to hold her purse, and 
another to keep an eye on her coat. I couldn’t quite decide 
whether I felt like a hat-check girl or a dowager mother. One 
time, when Dorothy had left the room for a moment, she re- 
turned to find me busily chatting with a soldier. Her first 
words after we left were, ‘‘My goodness, I turn my back for 
a minute and look what happens. You pick up a soldier.”’ 

Suddenly and without warning, the dances, the cocktail par- 
ties, the ‘‘gang’’—all stopped. Dorothy got married. There 
usually is a barrier between a married woman and an unmar- 
ried one. Dorothy and I no longer had anything in common. 
We drifted apart as though all that we had meant to one 
another had never existed. I didn’t hear from her for months, 
and when she did come she was here in body only. It broke 
my heart. She had been so much a part of every phase of 
my life that after she left I didn’t know how to pick up the 
pieces. I realize now that she didn’t mean to hurt me—she 
was just thoughtless. The new Dorothy is a stranger to me; 
I will always love the old Dorothy. 

Until now I had gone to Leonie with problems relating to 
my handicap. When she confided to me that she had experi- 
enced a disappointment such as mine, I turned to her as a 
friend. She said that the way to adjust to a loss was not to 
dwell on it, but to put other things in its place. She suggested 
that I take up music, so that I could enjoy going to concerts 
and opera. Daddy loved music, and my parents were seasoned 
opera goers. Leonie’s idea fitted in well. Saturday night is 
always a big night during the opera season. Eating dinner 
in Manhattan and attending the performance is a bit of 
glamour that I look forward to all week. 

I also wanted some social activity that would bring me into 
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contact with other people, with whom I could participate in 
an exchange of ideas. I joined an evening branch of: the 
National Council of Jewish Women, and was later elected to 
the board of directors. I am now the chairman of the world 
affairs discussion group, and together with my co-chairman 
plan our monthly discussions. Council has performed an im- 
measurable service for me, for it was here that I really de- 
veloped poise. In the beginning I was too frightened to say 
a word. Gradually, first at the board meetings and then at 
larger and larger gatherings, I found my tongue. Now, at 
least at board meetings, I cackle so much that I am often told 
I am speaking out of order. Of the four meetings a month, 
I enjoy the board meetings best. Because it is a small group, 
the women let their hair down, and I have a chance to savor 
stories that I would not otherwise hear. 

If they have the determination to overcome obstacles, 
severely handicapped persons can have a college education 
at home. I did. It came about quite by accident. 

Tt was a foregone conclusion that when I graduated from 
high school I would go on to college. Brooklyn College ar- 
ranged for me to take their entrance examination privately, 
and on the basis of this I was accepted as a limited matricu- 
lated student. At an interview with the dean of students it 
was decided that I take two subjects—English composition 
and Spanish. I elected Spanish because I had studied it in 
high school and wanted to become a translator. I attended 
classes for two weeks, a different person taking me each day— 
once Fraulein, once Mother, once Leonie. Naturally, each of 
them took notes differently, and when I tried to review the 
day’s lesson I couldn’t follow their thought. In addition, I 
had never before been in a classroom, and found it difficult 
to learn there. To add to my difficulties, the English course 
necessitated my doing work in the library. I couldn’t do it 
myself, and there was no one to do it for me. As a solution, 
we decided to ask a girl who was majoring in Spanish to take 
notes for me and help with my library work. Despite this 
help, going to college proved to be too much. In the mean- 
time, I learned more from Helen, the girl who was helping me, 
than I did in class. So we decided that I should have my les- 
sons at home. Helen would teach me Spanish, and I arranged 
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with the English department to have one of its students give 
me lessons in composition. I had to go to school to make 
these arrangements, and since I was already there I decided 
to attend the last twenty minutes of my English class. As I 
entered, I found the class discussing the Cliveden Set, alleg- 
edly a Nazi faction in England—my composition! Then and 
there I wanted to stay in college, but of course this was 
impossible. 

When I learned that Brooklyn College would not give credit 
for courses taken at home, I was terribly disappointed at not 
being able to get my degree. Daddy, sensing that I was un- 
happy, had a long talk with me regarding this subject. Most 
of what he said I don’t remember now, but two things re- 
mained. Although I would not receive my diploma, he said, 
I was getting my education. That’s what counted. Secondly, 
Daddy told me that he had misplaced his diploma many years 
ago. I thought to myself, ‘‘If he can have so successful a 
career without an official piece of paper, why did I need one?’’ 
And so began my college work at home. 

Believing that I could earn a living either as a translator 
or in some other capacity, I began by taking the regular col- 
lege courses. Later it became apparent, however, that I was 
physically unable to get a job. Needless to say, it was a blow 
to me but one to which I had to reconcile myself. The thing 
to do was to cultivate my mind. The chair-bound are by- 
standers. They have more time to think than those who 
actively participate. I began to deviate from the required 
curriculum and take subjects that interested me. I went along 
at my own pace, dwelling on those aspects that held particular 
appeal. In this way I believe I have had a more thorough 
education than most college graduates. My motivation for 
learning was my own interest and not an end-term grade. I 
took, among other things, psychulogy, classics, and history. 
I was fascinated by the political implications of history be- 
cause politics have always been an important part of our 
family life. 

The study of music was a very important part of my educa- 
tion. At the time of Leonie’s suggestion that I go to the 
opera and concerts I decided to take music appreciation. This 
would enable me to understand better what I had heard. The 
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method of study was simple. I got recordings of classical 
compositions from the public library and played them until 
I knew the themes. When my teacher came, she would show 
me how they were developed. If I couldn’t hear them in 
orchestration, she would play them on the piano. We found 
that I could not hear the difference between major and minor, 
and so I added ear-training to my music lessons. Since Leonie 
was teaching me to distinguish sounds, the ear-training was 
of help to her. 

You may wonder what types of girls came to teach me. As 
far as the actual teaching was concerned, I had good, bad, and 
indifferent. As far as personalities were concerned, I had 
quite a variety, from every walk of life. Some stayed exactly 
the allotted time and thought of it simply as a job. Others 
took a personal interest and often stayed overtime. It was 
those who took a personal interest who became my friends— 
my only friends after Dorothy left. Each one’s marriage and 
preoccupation with bringing up a family meant another part- 
ing of the ways. There never seemed time to visit me, and 
when I visited them I felt like a fifth wheel on the wagon. 
This lack of friends was a social isolation about which I could 
do nothing. There is no substitute for friends. My mother 
consoled me with the thought that when their children were 
older my friends would have more time to spend with me. In 
the meantime, I would just have to wait. 

From time to time I am forced into a period of inactivity as 
aresult of ahipinjury. For years I sat with my entire weight 
on my right side, not heeding Leonie’s warning to watch my 
posture. One night at a concert, in an effort to see over a 
woman’s hat, I exaggerated this position to such an extent 
that the next morning I couldn’t move. I had strained the 
muscles of my hip to the point where they were literally worn 
out. My condition is such that while it does improve with 
time and proper treatment, I get recurring attacks which put 
me flat on my back again. Then I must watch a pattern of 
revolt, a propensity *o self-pity, lest I become a dreary soul 
and boresome. 

At first people came to see me, but soon growing accustomed 
to the idea of my being in bed, they no longer bothered to 
come. My cousins, Helen and Alfred, were the exceptions. 
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They have been coming to see me every Friday night since I 
hurt my hip. Alfred tells me jokes, asks me riddles, and tests 
my knowledge. When I give an answer with which he doesn’t 
agree, we have long involved arguments which are settled only 
by bringing out the dictionary or the encyclopedia. Sometimes 
Alfred doesn’t even believe them. 

The first winter, realizing how despondent I was, they 
thought I’d be happier if I could occupy my time with running 
a business. They gave a great deal of consideration to find- 
ing just the right type of business—one in which I could 
actively participate. They hit upon the mail-order stocking 
business. Helen and I became partners in the Celbest Com- 
pany. I supplied the capital from my personal savings; she 
does the footwork. On their weekly visits we discuss policy 
and plan letters of advertisement. While I was never to get a 
job, I do have a business that provides me with a small in- 
come and a taste of self-sufficiency. What a wonderful feeling 
when Helen laid the first dividend before me! I didn’t know 
whether to laugh or ery. I spent the entire night awake 
planning a thousand and one things to do with the money. 
By morning I had decided to give Daddy a surprise. He 
wouldn’t have to buy my opera ticket that season—I would 
buy my own. 

Celbest provides me with something besides dividends, 
something less tangible but more important—a sense of equal- 
ity. No one has ever demanded thanks for things that must 
be done for me. Although I am genuinely grateful, this grati- 
tude brings with it a feeling of obligation and dependency. 
The partnership gives me a feeling of complete equality. I 
can agree or disagree as I see fit, with all the privileges that 
go with being a partner. 

I have found substitutes for each type of isolation. Sub- 
stitutes never completely take the place of the real thing. I 
felt that my life lacked spiritual meaning. At last I came to 
realize there is something I can do—I can write. Only through 
helping others can our lives gain full meaning. And so this 
article. I have tried to give you a better understanding of 
how it feels to be cerebral palsied. This is my spiritual outlet. 
Iam determined. I will write. 





THE VOICE OF THE PATIENTS: 
AN EARLY REPORT* 


FRANK N. JACOBSON, Pu.D. 
Chief Psychologist, Anna (Ill.) State Hospital 


EVERAL months ago at a staff meeting of the clinical serv- 
ices department of Anna (IIl.) State Hospital, there arose 
some differences of opinion concerning the most proper and 
therapeutic manner of addressing patients. It was suggested 
that the patients themselves might be consulted in the matter. 
The issue broadened into an awareness that a direct assess- 
ment of patients’ opinions in matters which would seem to have 
a bearing on their institutional management might be a worthy 
supplement to speculations by the staff. 

Notice of a convocation for patients was transmitted through 
the employees and the patients’ publication, The Anna-lyst. 
A psychologist and an activities therapist were appointed to 
act as technical advisors to the group and as staff observers. 
The first three meetings were disappointing in that there was 
an average of only seven patients present. At the suggestion 
of the advisors, the group nominated a temporary chairman 
who proceeded to select a representative from each ward 
(except for particular wards, e.g., TB, infirmary, senile, etc.). 
However, any patient with a grounds pass was welcome to 
attend and to participate equally with the appointed repre- 
sentatives. In the four following meetings the attendance has 
increased to an average of about 30. 

From the point of view of the staff, one of the primary 
purposes of the group was that the patients would have an 
organization for voicing opinions and making suggestions con- 
cerning their welfare, for receiving and transmitting informa- 
tion. It was anticipated that the group would take on aspects 
of a psychotherapeutic group. The group was advised of the 
former expectation of the staff but was told that it might 
serve any purposes it saw fit. 

As might be anticipated, much of the activity of the group 

*The Voice of the Patients is the name that was adopted by the group at Anna 


State Hospital, Anna, Ill. 
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consists of individual petitions for release or complaint of 
unjust commitment or mistreatment. The group is well at- 
tended by paranoid types and is largely dominated by them 
in this respect. There is an historical condition which con- 
tributes heavily to the tendency to voice these feelings: many 
patients come to the hospital against their will. Many are 
brought without knowing that they are being taken to a mental 
hospital. Many are admitted under deceptive pretenses such 
as promises that they will have to remain only a short and 
specified time. Traditionally, the hospital has been passive 
in correcting misapprehensions of this sort and in explaining 
why the patient was considered to be in need of hospitalization. 
It is rare that the patient has been told by the staff what in 
his behavior was a problem and hence there is little to correct 
the patient’s lack of understanding as to why he is in the hos- 
pital. It appears that there is a need to investigate means of 
communicating to the patient the need for his hospitalization. 
It follows logically that the patient is incapable of orienting 
himself in a constructive way to his problematic behavior when 
his problems are not clarified. 

To perform this function, it is necessary to be able to evalu- 
ate the patient’s level of comprehension. One must be 
sufficiently comfortable personally so that he will neither hide 
behind ‘‘the facts’’ defensively nor attack the patient with 
them out of counter hostile motivation. 

It is the policy of the advisors to permit free verbalization 
of feelings when the patients complain about their commitment 
and retention in the hospital. The advisors accept the hostility 
that accompanies such complaints and take supportive and 
permissive attitudes toward all comments. Other procedures 
are to elicit other patients’ similar experiences and feelings. 
At times it becomes necessary to prevent other members of the 
group from suppressing a member: the advisors operate on 
the principle that freedom of expression—on any issue—must 
be preserved at almost all costs. Thus, individual complaints 
of unjust commitment, mistreatment, etc., are handled as they 
might be in a psychotherapeutic interview unless the patient 
begins to become embarrassed or unless the therapists concede 
that they do not have the facts at that time. The afternoon 
following the meeting is set aside by the psychologist to in- 
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vestigate such matters both for providing factual information 
to the patient and also for general psychotherapeutic advan- 
tage. 

Where possible, any complaint or comment is attended to 
for its face value or its positive aspects. This approach 
coupled with the practice of referring thoughts and feelings 
to the group for comments makes it possible to elicit a con- 
sensus of the group’s feelings. These are formulated by the 
chairman as resolutions or recommendations which are voted 
upon. By the vote of the group, the activities therapist is 
functioning as secretary, temporarily. The minutes of the 
meetings are not recorded verbatim but accent the positive 
(that is, permitting of constructive action) aspects of com- 
ments, complaints, or suggestions. These minutes are 
abstracted, and the resolutions and suggestions are sent to 
the superintendent who reads them at the meeting of the 
clinical services staff where they are acted upon. 

Thus far, the following opinions and recommendations have 
been communicated and have been carried into action by the 
staff or are being considered for action: The patients wish to 
be addressed as Mr., Miss, or Mrs., and not by their first 
names; they wish to be referred to as ladies, gentlemen, men, 
and women, rather than boys, girls, ete. They recommended 
uniforms for patients who have industrial assignments which 
are hard on clothing. They have requested supplies and per- 
mission to build various recreational facilities such as a 
skating rink and a tennis court. 

Most of the patient’s requests have concerned themselves 
with receiving information: They have asked for facts and 
figures on mental illness. This was met by a report by the 
psychologist concerning the admissions, readmissions, treat- 
ments, discharges, population, etc., for the nation, the state of 
Illinois, and Anna State Hospital. To answer a group of 
questions related to the hospital’s action in placing patients 
extramurally, personal affairs outside of the hospital, etc., 
the chief social worker was invited to speak to the group. The 
superintendent attended a meeting in order to give official 
recognition, praise, and support to the group. He also an- 
swered questions about Department of Public Welfare direc- 


tives and the mental health code. 
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The patients have also asked for a book of rules and regula- 
tions for patients and have expressed a desire for the rules 
and regulations of employee groups to be made available to 
them. Since the fourth meeting, a second psychologist has 
been participating as an observer and critic for the benefit 
of the two advisors. Various members of the staff have come 
to observe the group in action although such visitors must be 
cleared first by the two advisors and by the group; the latter 
has always approved such requests and there appears to have 
been no adverse affect upon the group’s action. 

This project appears to have been favorably received by 
both patients and staff. It is part of a program to facilitate 
the flow of information between staff and patients. In keep- 
ing with this general program, an attendant’s advisory group 
is also in the early stages of development. These are two 
groups whose feelings and opinions are felt to be too much 
ignored by hospital staffs. The staff advisors for both of 
these groups attend the meeting of the clinical services staff 
and relay information to be considered in various actions. 

It is felt that this program will compensate for the lack of 


knowledge of the thoughts and feelings of the patients and of 
the employees (attendants) who figure most significantly in 
their hospitalization and in their administrative psychiatry. 
Such information would appear to be vital to a realistically 
integrated clinical service. 





A COMPARISON OF MOVEMENT OF 
FIRST ADMISSIONS TO SELECTED 
MICHIGAN STATE MENTAL 
HOSPITALS 


JAMES COWHIG anp GWEN ANDREW 
Michigan Department of Mental Health 


CONSTANT anti continuing interest has been shown by 

administrators and researchers in the field of mental ill- 
ness in the analysis of the movement of mental hospital 
patients. Generally this type of analysis has been concerned 
with data based on state-wide or region-wide experience and 
has usually been restricted to governmental institutions. Of 
necessity, this type of analysis obscures whatever variation 
may exist within a given hospital system. 

The present report constitutes an attempt to analyze, on 
a limited basis, differences in the change in status’ of first 
admissions to selected state mental hospitals in Michigan 
for selected years. The diagnostic composition of the group 
of first admissions is the major variable considered in the 
comparison of specific installations. The general hypothesis 
is that differences in retention and/or discharge rates are 
related to differences in the diagnostic composition of the 
group of first admissions to the specific hospitals. A second 
variable which is considered is the socio-economic character 
of the area from which the first admissions are accepted and 
to which they presumably return—if and when they do return. 

The report is divided into several sections. First, a brief 
description of the background of the research and of the 
methods used in establishing the categories for analysis and 
in selecting the specific hospitals to be analyzed. 

Second, the analysis of the selected hospitals is an attempt 
to determine the relationship between inter-hospital variation 
in the diagnostic composition of first admissions and the sub- 


1 Status, as used in this report, refers to the location of first admissions 3.5 years 
after admission in terms of the movement categories; resident in the hospital, in 
family care, on convalescent status, discharged, or dead. 
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sequent change in status of first admissions. A second part 
of this section is concerned with a more precise analysis of the 
socio-economic characteristics of the geographic areas served 
by the hospitals. 


Method of Analysis 


This general approach was suggested by the data presented 
in a report prepared by the statistics and procedures section 
of the Department of Mental Health, and in discussion of the 
data with the head of the statistics and procedures section. 
This report indicated that there was considerable difference 
in the retention and discharge rates between hospitals when 
these rates were analyzed by two broad diagnostic categories. 
In a state hospital system which has no formal policy differ- 
ences among the hospitals and which is staffed by psychiatric 
personnel, all of whom presumably use the same basis for diag- 
nosis, treatment, and release, these differences cannot be ex- 
plained on any readily apparent basis. Certain suggestions 
can be made in regard to these differences, and this report is 
an attempt to examine more closely one of the suggestions, 
namely, that differences in retention rates are a function of 
the diagnostic composition of the populations concerned. For 
example, if hospital A admits a greater proportion of patients 
diagnosed in categories which are characterized by a relatively 
high discharge rate than does hospital B, then it would be ex- 
pected that the .discharge rate of hospital A would be 
proportionately greater than that of hospital B. 

In order to make this comparison possible, it is necessary 
to combine the numerous diagnostic categories used in a re- 
porting system ? into groups of categories which provide sig- 
nificant numbers of patients. Those diagnostic categories which 
exhibit similarities in the changes of status of patients are 
those which should be combined for an analysis of this type. 

The diagnostic groups which form the basis of this analysis 
were derived from an examination of the changes in status of 
first admissions to all Michigan mental hospitals for the civil 

2 The classification used in Michigan is that in Diagnostic and Statistical Manual 


Mental Disorders, American Psychiatric Association, Mental Hospital Service, 
Washington, D. C., 1952. 
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insane from 1945 to 1950. The time period considered—be- 
cause of state laws regarding parole—is 3.5 years after ad- 
mission. A frequency distribution of all first admissions 
for the six-year period by specific diagnostic category and 
hospital status 3.5 years after admission was constructed. 
Diagnosis was the only variable considered in this classifica- 
tion; age, sex, race, ete., any or all of which may be of consid- 
erable importance in influencing movement, were ignored. The 
resultant classification is only indirectly related to psvchiatric 
criteria. 

Table 1 presents the diagnostic groupings which were de- 
rived on this basis. 


Selection of Specific Hospitals for Analysis 


The focus on the diagnostic composition of first admissions 
as a factor which may influence subsequent changes in the 
status of these first admissions suggests a comparison of those 
hospitals which differ most markedly in the status distribution 
of first admissions 3.5 years after admission. The hospitals 
are examined in order to determine whether these marked 
differences are associated with proportionate differences in the 
diagnostic composition of the first admissions. 

Since the other major aspect of the analysis is concerned 
with the relationship between changes in status of first ad- 
missions and the socio-economic characteristics of the area 
from which the first admissions are taken and into which they 
presumably return, the other basis for the selection of the 
specific hospital is the type of area which the hospital serves. 


Changes in the Status of First Admissions 


In order to furnish as broad and as typical a basis as pos- 
sible for the selection of the hospitals for analysis, a prelimi- 
nary examination was made of the rates of movement for all 
state hospitals for all years from 1947 to 1953. The principal 
sources of movement from the hospital are discharge and con- 
valescent status, and these were the indexes used for the 
comparison. Table 2 summarizes these data. 

Table 2 indicates that Newberry State Hospital had an an- 
nual average rate of discharge and convalescent status which 
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was considerably higher than that of any other state mental 
hospital, and one which stands in marked contrast to that of 
Kalamazoo State Hospital. The two hospitals which were 
most similar in this respect were Pontiac State Hospital and 


TaBLE 1, Diagnostic Groups BY DIAGNOSTIC CATEGORY, NUMBER AND PERCENT IN 
D1aGNosTic GROUP, AND PERCENT RETAINED IN HospPITAL 3.5 YEARS FOLLOWING 
First ADMISSION 


Diagnostic No. and Percent 
Group Diagnostic Categories Percent in Group Retained 





I Mental deficiency with psychosis ; 4 ~ 
psychosis with epidemic enceph- 
alitis 1.8 


Convulsive disorder; personality 
disturbances due to epidemic 
encephalitis without psychosis; 
mental deficiency without psy- 
chosis; general paresis; paranoia 
and paranoid conditions; schizo- 
phrenic; other forms of syphilis 
of the central nervous system... 


Organic changes in the central 
nervous system; traumatic psy- 
chosis; psychopathic personality 
with psychosis; psychosis with 
cerebral arteriosclerosis; senile; 
other, undiagnosed, and unknown 
psychosis; epilepsy without psy- 
chosis 


Primary behavior disorder with- 
out psychosis; involutional; psy- 
chosis due to metabolic, ete., dis- 
eases; alcoholic with psychosis; 
psychosis with other infectious 
disease; manic-depressive; other, 
unclassified, and unknown with- 
out psychosis; disturbances of 
circulation with psychosis 


Drugs and poisons with psy- 
chosis; psychopathic without psy- 
chosis; psychosis due to new 
growth; psychoneurotic; alcoholic 
without psychosis; drug addiction 
without psychosis 
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Traverse City State Hospital. On the basis of these and other 
supporting data * it was decided to base’ this report on a com- 
parison of Newberry with Kalamazoo and Pontiac with 
Traverse City. In the one case, an institution with a high dis- 
charge rate located in a predominantly rural area is compared 
with an institution with a low discharge rate located in a 
predominantly urban area. In the other case, two institu- 


TABLE 2. AVERAGE RATE PER 1,000 RESIDENT POPULATION OF DISCHARGE AND 
CONVALESCENT STATUS BY HospITAL, 1947-1953 


Average Rate per 1,000 Resident 
Population of Discharge and 
Hospital * Convalescent Status, 1947-1953 


Kalamazoo 72.8 
Newberry 171.1 
Pontiac 117.4 
Traverse City 129.3 
Ypsilanti 103.6 
All hospitals 108.9 


® Exclusive of Ionia and Wayne County (Eloise). 
Source: Public Health Service Reports for 1947 through 1953 as compiled by the 
statistics and procedures section of the Michigan Department of Mental Health. 


tions with similar rates of movement out of the hospital, but 
which differ in degree of urbanization of the service area, are 
compared. 

A more specific analysis was made of data on first admis- 
sions to the four hospitals for the years 1945, 1948, and 1950. 
The first admissions were classed according to diagnostic 
group and status 3.5 years following admission. In the fol- 
lowing analysis, these three groups of first admissions are 
combined. 

It is clear, of course, that this report must be understood to 
refer only to the experience of one state during a specific 
period. The analysis ignores variation within this period. 

Table 3 presents some of the basic data for this analysis. The 
table indicates the percentage of first admissions for all three 

8 The supporting data consisted of an analysis of retention rates and of all 
rates of changes in status by broad diagnostic categories for three groups of first 
admissions for the hospitals. In addition, all hospitals were ranked in regard to 
these various measures both for the specific years and for the total period. In all 
cases, Newberry State Hospital exhibited a much higher rate of movement out of 


the hospital than did any other state hospital; and in five of the nine comparisons, 
Kalamazoo exhibited the lowest rates of movement. 
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years in the status group in which they are found 3.5 years 
following admission for the four hospitals concerned in this 
report. 

Table 3 substantiates the evidence gained from an exami- 
nation of all first admissions for the seven-year period. That is, 
Newberry has the highest rate of discharge and the lowest 
rate of retention, and Kalamazoo has the lowest rate of dis- 
charge and the highest percentage retained.* 


TABLE 3. PERCENT OF ALL First ADMISSIONS (1945, 1948, 1950) sy Stratus * 
3.5 YEARS FoLLOWING First ADMISSION BY SELECTED HOSPITALS AND STATE TOTAL 


(1) (2) (3) (4) (2)+(3) 
Resident 
and Convalescent 
Hospital Family Care Status Discharge Death 
All hospitals... 4 10.7 35.5 
Newberry 5 10.6 42.8 
Kalamazoo .... , 21.8 21.3 
Pontiac 5. 10.9 36.1 
Traverse City .. 23. 12.6 37.0 
* Excludes transfers. 


The percentage of first admissions dying within 3.5 years 
following admission is similar for all hospitals, but it should 
be noted that Newberry has the lowest percentage of deaths 
and Kalamazoo the highest. Table 3 indicates in general that 
differences in the percentage of first admissions who remain- 
in the hospital are largely due to differences in discharge 
and convalescent status placements, and not to differences 
in percentage of patients who die. 

‘The question arises, then, to what is this difference due? 
This report attempts to examine the proposition that differ- 


4This relationship holds when convalescent status and discharge percentages 
are combined. It is difficult to determine whether or not these two categories 
should be treated as essentially the same, i.e., reflecting movement out of the 
hospital by living patients, or as essentially different. It may well be that there 
are specific policies in each hospital which influence the placement of a patient 
on convalescent status rather than direct discharge and that the policy may have 
little to do with the psychiatric condition or prognosis of the patient. It is also 
possible that the two statuses indicate a different type of prognosis and patient. 
These are typical of the difficult and perplexing questions which make clear-cut 
answers to specific questions difficult to achieve. (For an analysis which deals 
with this topic, see: ‘‘A Statistical Inquiry with Respect to the Release and 
Discharge of Patients in Mental Hospitals,’’ Statistics and Procedures Section, 
Michigan Department of Mental Health, July, 1953.) 
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TABLE 4, PERCENT oF ALL First ADMISSIONS (1945, 1948, 1950) By Diagnostic 
Group FoR ALL HOSPITALS AND FOR SELECTED HOSPITALS 


Diagnostic Group * 

No. of First ,; —A ‘ 

Hospital Admissions I II III IV Vv Total 

All hospitals.... 19,752 ' we SF “a8, 11.8 100.0 

24.3 35.6 19. 17.6 100.0 

38.0 40.2 9. 11.0 100.0 

- 39.4 32.0 15.7 11.3 100.0 

Traverse City... 2.7 32.9 35.7 11.4 17.3 100.0 
* The diagnostic groups are arranged in descending order with respect to the propor- 


tion of first admissions retained 3.5 years following first admission. That is, diagnostic 
group I has the highest proportion retained, and diagnostic group V the lowest. 





ences in discharge (and hence retention) rates are directly 
related to differences in the diagnostic composition of the 
groups of first admissions. The very important assumption 
that the diagnoses are the same, i.e., the same psychiatric 
criteria are used with equal competence by all those who 
make the diagnosis, underlies this proposition. 

In Table 4, a comparison is made between the four hospitals 
selected for this report in terms of the diagnostic composition 
of the first admissions to the hospital for 1945, 1948, and 1950. 
The time at which a change in status occurred is not determin- 
able, and the analysis deals in effect with two points in time: 
first admission and status 3.5 years following first admission. 

From Table 4 it can be seen that considerable variation oc- 
curs in the distribution of first admissions in those diagnostic 
groups categorized on ‘the basis of similarity in change in 
status.° For example, Kalamazoo has 79.2 per cent of all first 


TABLE 5. PERCENTAGE OF First ADMISSIONS DISCHARGED AND ON CONVALESCENT 
Stratus 3.5 YEARS FoLLowIne First ADMISSION AND PERCENTAGE 
oF First ADMISSIONS IN Low-RiIsK Diagnostic GROUPS 


First Admissions First Admissions 
Discharged and on in Low-Risk 
Hospital Convalescent Status Diagnostic Groups 
Newberry 53.4 37.3 
43.1 20.8 
Pontiac 47.0 27.0 
Traverse City 49.6 28.7 


5 Goodness-of-fit tests indicate that none of the hospitals are representative of 
the total hospital population in terms of diagnostic groupings. Significant differ- 
ences were also found between the diagnostic distributions of Traverse City and 
Pontiac and between those of Newberry and Kalamazoo. 
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admissions in the three diagnostic groups with the highest 
percentage of residence in the hospital after 3.5 years; New- 
berry has 62.7 percent in these three groups. Pontiac has 
73.0 percent and Traverse City 71.3 percent of all first ad- 
missions in these three categories. 

Table 5 offers tentative evidence of a direct relationship 
between the diagnostic composition of first admissions and the 
subsequent movement out of the hospital by means other than 
death. The table compares the percentage of first admissions 
discharged and on convalescent status with the percentage of 
first admissions in the two diagnostic groups with the lowest 
proportion of first admissions remaining in the hospital. 
These two groups are referred to as ‘‘low-risk’’ diagnostic 
groups. 

A detailed examination of the relationship between diag- 
nostic composition and change in status was also carried out. 

A concise summary of these data is offered in Table 6, 
where the diagnostic groups are dichotomized and compared 
in terms of the status of first admissions 3.5 years following 
admission. 

Table 6 permits a comparison of the percentage of all first 
admissions in a specific status classification 3.5 years follow- 
ing admission with the percentage of all first admissions in the 
two broad diagnostic groups, i.e., the ‘‘low-risk’’ and ‘‘high- 
risk’’ groups. An example will serve to illustrate the interpre- 
tation of the table: The ‘‘high-risk’’ diagnostic group contains 
approximately 63 percent of all first admissions to Newberry, 
and this diagnostic group comprises approximately 90 percent 
of all first admissions resident in the hospital and in family 
care 3.5 years following first admission. 

In Table 7, ratios are presented which permit a description 
of the extent to which a specific diagnostic group is under- 
or over-represented in a specific status classification. For 
example, the high-risk diagnostic group is over-represented in 
the resident and family care status classification in all the 
hospitals, while the low-risk diagnostic group is under-repre- 
sented in this status classification in all the hospitals. It 
should be clear that the low-risk diagnostic group contributes 
a much larger proportion of discharges and a much lower 
number of residents than the high-risk diagnostic groups. 
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This would seem to offer evidence that since a greater propor- 
tion of diagnostic groups IV and V are discharged, a hospital 
with a higher proportion of these patients would be character- 
ized by a higher over-all discharge rate and a lower retention 
rate. 

A final comparison of the relationship between the propor- 
tion of admissions in the low-risk diagnostic categories and 
discharge from the hospital is presented in Table 8. 

This table clearly indicates that those hospitals which have 
a higher proportion of first admissions in the low-risk diag- 
nostic groups also have a higher proportion of discharges 
than any other hospital. It is also clear that this is not a 
perfect relationship, but nonetheless the pattern is clear. 

Table 9 presents a comparison of differences between hos- 
pitals in diagnostic composition and in percent of patients dis- 
charged and on convalescent status 3.5 years following first 
admission. 

The additional consideration of convalescent status and 
discharge modifies the degree of differences between the hos- 
pitals but does not alter the pattern described in Table 8 
and in the previous discussion. 

The foregoing analysis has served to indicate that differences 
in proportion of first admissions discharged 3.5 years follow- 
ing admission between various hospitals are due, at least 
in part, to the diagnostic composition of the group of first 
admissions upon admission. 

The data presented in this report confirm the hypothesis 
that inter-hospital differences in discharge and retention rates 
are positively associated with differences in the diagnostic 
composition of the groups of first admissions to the specific 
hospitals for the three selected years. The nex+ analysis is 
concerned with the examination of some factors which may 
account for this differential diagnostic composition and the 
differential rates of movement from the hospital. 

A full explanation of these differences would require com- 
plete data, for the periods considered, in regard to three 
general areas: 

1. The structure of the specific institutions with informa- 

tion on the facilities available for the care and treatment 
of patients. 
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. The characteristics of the groups of first admissions 
which are related to movement. Thus, if a high discharge 
rate is associated with a large number of admissions who 
are less severely ill than admissions in another hospital, 
this characteristic of the group of admissions is of signifi- 
cance in influencing subsequent movement. The analysis 
already presented dealt only with diagnosis, and did 
not take into account other significant factors such as 
physical condition, age, and prognosis. 

. The characteristics of the area to which the admissions 
are returned upon discharge or convalescent status. That 
is, the type of environment in which a person must live 
is a factor which influences the likelihood of movement 
out of the hospital. The effect of the type of environ- 
ment on admission is obviously another important 
factor in influencing possible later movement out of the 
hospital. This point is considered only insofar as diag- 
nosis reflects differential incidence of mental illness, and 
emphasis here is placed on movement from the hospital. 


Because complete data in regard to these three general areas 
are unavailable, the only examination which can be made of 
these factors is a broad exploratory one, and the findings 
must be viewed as tentative. The following comments are 
concerned with broad analysis of these factors. 


Availability of Treatment Facilities 


One factor which may be presumed to be associated with 
a high percentage of discharged first admissions is the treat- 
ment available to the first admissions.® The indexes of avail- 
able treatment facilities which are used in this report are the 
staff-patient ratio within the hospital, and the ratio of patients 
to each of the occupational groups. Table 10 summarizes this 
information for the selected hospitals. 

Table 10 shows the ratio of staff members in each occupation 
to the resident population. For both physician and social 
worker Pontiac Hospital has the most ‘‘favorable’’ ratio of 
staff members to resident population and Kalamazoo has 

6It should be made quite clear that no evaluation of the quality of treatment 


can possibly be made, nor is any intended. The only reason for making this com- 
parison is to ‘‘control’’ for differences between hospitals in the availability of - 


facilities. 
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the least ‘‘favorable.’’ Only in the case of the attendant does 
the hospital with the highest discharge rate enjoy the most 
favorable staff-patient ratio. This ratio is little different 
from the attendant-patient ratio for two other hospitals. It 
would seem, then, that variations in discharge rates between 
hospitals cannot be accounted for on the basis of differences 
in staff-patient ratios." 


‘*Selection’’ of First Admissions ° 


Here an attempt is made to determine what evidence is 
available to support the hyothesis that a selection of first ad- 


TABLE 10. RaTIo oF PATIENTS TO PROFESSIONAL STAFF BY OCCUPATION OF STAFF 
FoR SELECTED HOSPITALS 
Hospital 

cr — ae 
Occupation Newberry Kalamazoo Pontiac Traverse 
Physician 340 164 —C 236 
Social Worker 29 425 140:: 353 
Nurse f 92 : 155 74 
Attendant ; 7.5 5.7 6.8 











5.08 6.71 5.23 5.96 


missions takes place which influences discharge rate. The 
first step in this examination is an analysis of rates of inci- 
dence and prevalence of mental illness in the service areas of 
the various hospitals.® 


7 These data on staff-patient ratios are not strictly related to the period covered 
in this study. However, there is no evidence that these ratios have changed since 
1945 in any way which would seriously affect the conclusions. See ‘‘ Total 
Employees in State Hospitals and Resident Population by Fiscal Year,’’ Personnel 
Section, Michigan Department of Mental Health (no date). The average resident 
population for the period 1949-1952 was used as a base for the computation of 
the ratio. 

8 ‘*Selection’’ as used here and in the remainder of this report implies no con- 
scious discrimination on the part of the hospital staff. The factors which may 
operate to select first admissions are ‘‘external’’ to the hospital system. 

9*“Tncidence’’ and ‘‘prevalence’’ are defined here solely in terms of first admis- 
sions and resident population respectively. Any inferences from these data to con- 
clusions about ‘‘actual’’ or ‘‘real’’ incidence or prevalence must be made with 
extreme caution. See, for example, Kramer’s discussion of this topic in which 
this point is strongly emphasized. [Morton Kramer, A Discussion of Prevalence 
and Incidence. Mimeographed. National Institute of Mental Health (no date).] 

The assumption which underlies the present discussion is that any wide variation 
in incidence or prevalence is, in fact, not a function of actual incidence or preva- 
lence, but a consequence of other factors, e.g., differential availability of facilities. 
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Table 11 presents information on rates of incidence and 
prevalence for the four hospital areas considered in this 
report. These data are limited in their applicability, since 
they do not cover the periods considered in the rest of the 
report, and they are based on only one year’s experience. 

The high rate of incidence and prevalence characteristic of 
Newberry are evidence that Newberry draws a greater pro- 


TaBLE 11. Rares (PER 100,000 GENERAL POPULATION FIFTEEN YEARS OF AGE AND 
OvER) oF First ADMISSIONS (1948-1949) AND RESIDENT POPULATION 
(1953) For SELECTED HosPiTaLs 


Hospital First Admissions » Resident Population ¢ 


Newberry 145.5 597.3 


Kalamazoo * 58.8 357.7 
Pontiac * 47.8 258.0 


Traverse City 91.7 370.3 


*® Rates do not include Wayne County, which is not in the hospital service area. How- 
ever, Wayne County does contribute admissions to these hospitals. If the Wayne County 
data are included, the rates become: First admissions: Kalamazoo—75.7 ; Pontiac—72.5. 
Resident population : Kalamazoo—124.6 ; Pontiac—106.7. 

> Data are for 1948-1949. 

¢ Data are for 1953. 


portion of the population from its service area than does any 


other hospital. It was shown previously in this report that a 
smaller proportion of Newberry first admissions die in the hos- 
pital and that a greater proportion are discharged than in any 
other of the hospitals. This in addition to the fact that there 
are no other psychiatric facilities in the Newberry area” 


10 There is abundant evidence that private psychiatric facilities admit a different 
group of first admissions than do state mental hospitals. For example, in 1950 
and 1951 private psychiatric hospitals in Michigan had 8.8 percent of all first 
admissions in the category of cerebral, arteriosclerosis, and senile psychoses, while 
state hospitals had 26.9 percent of all first admissions in this category; private 
hospitals admitted 28.1 percent psychoneurotics, while state hospitals admitted 
only 7.3 percent. Patients admitted to state hospitals were older: 32.4 percent 
admitted to state hospitals were over 59, 15.4 percent of all admitted to private 
hospitals were over 59. That state mental hospitals have the great majority of 
long-term mental patients is indicated by the fact that in 1950 private mental 
hospitals accounted for 42.9 percent of all first admissions to both private and 
state hospitals, but had only 3.7 percent of the total resident population. (Source: 
Patients in Mental Institutions, 1950 and 1951. Public Health Service Bulletin 
No. 356). 

This evidence suggests that state hospitals in areas where alternative psychiatric 
facilities are available have a high probability of admitting those patients with 
the more severe illnesses and the poorer prognoses. 

The foregoing evidence also emphasizes the limitations of any attempt to draw 
conclusions as to ‘‘actual’’ incidence of mental illness which ignores admissions 
to private psychiatric facilities. 
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is tentative evidence that the admissions to Newberry are less 
severely ill than those to other state hospitals. 

Additional evidence that Newberry State Hospital admits 
patients under different conditions than do the other hospitals 
is the fact that for none of the three years considered did 
Newberry have a waiting list, while the average waiting list 
for Kalamazoo was thirty-five potential admissions. This 
may be interpreted as a type of ‘‘pressure to admit.’’ 

Additional information in regard to this pressure to admit 
is offered in Table 12 in which the number of available beds 
per 100,000 general population is shown for each hospital. 


TABLE 12. NuMBER or Beps Ser Up Per 100,000 GenERAL POPULATION FIFTEEN 
AND OVER, 1940 AND 1950, ror SELECTED HOSPITALS 


Beds per 100,000 Population 15 and Over 


athe 
4 Be S| 


Hospital 1940 1950 





Newberry 583.3 699.7 
400.4 406.4 


448.8 357.2 
Traverse City 411.4 448.0 


These data have some important implications. For example, 
take two areas in which the incidence of mental illness is the 
same. In one is a hospital which must take a smaller propor- 
tion of admissions due solely to lack of facilities. The probabil- 
ity is that the patients admitted will be those with the more 
severe illnesses and hence less likelihood of movement out of 
the hospital. On the other hand, a hospital with a larger ratio of 
beds per 100,000 persons will be likely to admit both the more 
severe and less severe cases—again due solely to availability 
of beds. 

From Table 12 it can be seen that solely on the basis of 
available facilities Newberry is able to admit a greater pro- 
portion of the potential hospital population in its service area 
than any other hospital. The evidence presented in the pre- 
ceding pages suggests also that this proportion admitted is 
characterized by a shorter stay in the hospital, a higher dis- 
charge rate and a lower death rate. 

None of the factors previously discussed, taken alone, would 
be strong evidence for any differential admission to the 
hospital. However, the combination of various kinds of evi- 
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dence, including different hospital experience, similarity in 
therapeutic facilities as indicated by staff-patients ratios, 
higher rates of first admission and resident population, a 
higher population-bed ratio, the absence of a waiting list, all 
serve to point in the same direction and to substantiate the 
proposition that the patients admitted to Newberry State 
Hospital are different and that this difference may account, 
at least in part, for the different experience of these groups 
of first admissions. 


Social and Economic Characteristics of the Hospital Service 
Area 


The selection of the four hospitals for comparison in this 
report was based in part on the relative proportion of the 
population of the hospital service area classed as urban. This 
is, of course a relatively crude basis of distinction," which 
serves only to suggest differences in the characteristics of the 
various areas which may influence the probability of dis- 
charge for first admissions. Implicit in this distinction be- 
tween urban and rural is the assumption that it is ‘‘easier”’’ 
to ‘‘adjust’’ to a rural environment than to an urban environ- 
ment.’” 

In order to assess more precisely the characteristics of the 
geographic area which may be presumed to be relevant to the 
likelihood that a first admission will be discharged, several 
additional factors are examined. The functional basis of the 
area, as indicated by the industrial composition of the labor 

11 The definition of urban used in this report is that in U. 8. Bureau of the 
Census, U. S. Census of Population: 1950. Vol. II, Characteristics of the Popu- 


lation, Part 22, Michigan, Government Printing Office, Washington, D. C., 1952, 
pp. IV-V. 

This definition differs from that used in previous censuses, and has had the 
effect of increasing the proportion of population classed as urban. 

12 It is also often assumed that the characteristics of urban life are more likely 
to produce mental illness than those of rural life. It is clear that on the face of 
the data which are available this assumption is untenable. However, the fact that 
rural rates of incidence are much higher than urban rates must be interpreted in 
the light of the limitations described above. The point is, however, that there 
would seem to be no evidence for assuming any advantage in rural life—on the 
basis of available information—from the viewpoint of probability of the occur- 
rence of mental illness, 
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force, and the density of population in the area are the major 
factors considered. 

Table 13 is a summary of these characteristics for the 
geographic areas served by the four state hospitals. 

The comparison of the four hospital service areas offered 
in Table 13 permits an analysis of the factors which character- 
ize an area and which may be related to the possibility of 
discharge. For instance, the Newberry service area is one 
of the least densely populated in the state,’* with the lowest 
proportion of the employed labor force in manufacturing and 
the highest proportion in mining. It is also the only one of 
the four service areas which lost population from 1940 to 1950. 
The Traverse City service area is the most agricultural, sec- 
ond only to Newberry in terms of low density of population, 
and it increased in population much less than the rest of the 
state from 1940 to 1950 (8.8 percent for Traverse City area 
and 21.2 percent for the entire state). 

The general relationship, then, would seem to be that density 
of population and a manufacturing-based economy militate 
against a high probability of discharge. It should be made 
clear that these are, at best, still crude indexes to other social 
and environmental conditions which presumably influence 
human behavior. One implication of this type of analysis is 
that discharge is not only a consequence of psychiatric con- 
dition, but also of the general social conditions of the area 
into which the first admission is discharged. There is some 
evidence, then, that not only do Newberry and Traverse City 
admit patients with a higher probability of a short stay in the 
hospital, but that patients may be discharged to a non-indus- 
trialized, sparsely settled area who could not be discharged to 
a highly industrialized, densely settled urban area.* 

18 There is a negative relationship between density of population and incidence 
of mental illness. The rank-order correlation between incidence and density for 
the 77 counties considered in the report was —.313. The rho for each of the 
service areas was Newberry, —.530; Traverse, —.066; Kalamazoo, —.250; and 
Pontiac, —.441. This would seem to be additional evidence as to the importance 
of considering the availability of facilities in relationship to population when dis- 
cussing incidence of mental illness. 

14 Throughout this report it has been assumed that patients discharged from 


the hospital are discharged into one of the counties of the hospital service area. 
In any future research, this assumption would have to be verified. 
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Summary 


1. 


The study confirmed the hypothesis that differences 
between hospitals in the proportion of first admissions 
discharged 3.5 years following first admission are asso- 
ciated with differences in the diagnostic composition of 
the first admissions. 


. These differences in proportion of first admissions dis- 


charged were shown not to be associated with differences 
in the facilities available for psychiatric treatment. 


3. These differences could not be accounted for by differ- 


ences in death rates in the four hospitals. 


. Variation in either administrative policy or character- 


istics of patients was indicated by wide differences in 
proportion of first admissions on convalescent status. 


. Evidence was presented that ‘‘selection’’ of patients as 


first admissions takes place in the four hospitals, with the 
selection favoring the hospital with the high proportion 
of discharged first admissions. 


. Evidence was also presented to indicate that the social 


characteristics of the hospital service area influenced 
the proportion of first admissions discharged. That is, 
low density of population and an economy other than 
manufacturing were positively associated with a high 
percentage of discharged first admissions. 





A HOME CARE PROGRAM 
IN THE COMMUNITY’ 


NELLIE W. HOLLIER anp ROBERT M. HARRISON 2 


Planning the Program 


HOME care program was initiated at the Veterans Ad- 
ministration Hospital in Palo Alto, Calif., on October 30, 
1950. A week later the home care social worker and the chief 
of social service were conferring regarding means of finding 
homes when there was a knock at the office door. There stood 
before us Mrs. R, who was later to become our first sponsor. 
She told us that for two weeks Mr. M, a trial-visit patient, had 
been living in her home after being deposited there by a taxi- 
driver friend. Mrs. R had just learned of our home care pro- 
gram from a neighbor who was a psychiatric aide at the 
hospital. Her appeal was, ‘‘Can’t you send me five other 
veterans just like Mr. M?’’ 

Having our first sponsor ‘‘laid in our laps,’’ as it were, was 
an example of how community interest in this program can 
take hold and gain momentum. 

We devoted the first two months to reviewing the literature 
on other home care programs and Veterans Administration 
and state regulations on the subject, and to interpreting the 
program to the hospital staff and to the community. The chief 
of social service and the home care social worker addressed 
many community groups, such as vetefans’ organizations, 
churches, grange chapters, and the Veterans Administration 
voluntary services committee. We also conferred with repre- 
sentatives of numerous health and welfare agencies in the 
area. These activities plus subsequent newspaper publicity 
soon resulted in applications from a number of persons in- 
terested in becoming sponsors. 

Cooperative relationships were developed with the local 


1 From the Veterans Administration Hospital, Palo Alto, Calif. (capacity: 1402 
beds). The authors wish to express appreciation to the manager and the staff of 
the hospital for help in the preparation of this paper and to Raymond W. Craig, 
former chief social worker, for special contributions to the home care program 
of the hospital. 

2 Home care social worker and case supervisor of social service, respectively, at 
the VA Hospital, Palo Alto, Calif. 
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public welfare departments in order to share information on 
possible homes. Arrangements were made with the State De- 
partment of Mental Hygiene for the licensing of homes by that 
agency in accordance with state law. This department has 
concerned itself with such physical aspects of the homes as 
sanitation, fire hazards, and zoning. The selection, education, 
and supervision of sponsors as well as placement of veterans 
in the homes remain the responsibility of Veterans Adminis- - 
tration Hospital personnel. 

By the end of the first year, 1951, we had ten sponsors with 
whom we had placed our first fifty patients. To date (March 
1955), four years later, we have used sixty-five different homes 
and have placed a total of 209 veterans. In June 1954 a sec- 
ond home care social worker was assigned to the project, 
as the placement and supervisory load had become excessive 
for one worker. 

Success in our home care program has been facilitated by 
thorough orientation of the hospital staff in the philosophy 
and procedures of the program and by the help and guidance 
of hospital management. Personal interest on the part of 
management has sometimes been very meaningful to patients. 
For instance, a frightened, status-conscious, Chinese-born 
veteran was helped through the traumatic experience of leav- 
ing the hospital when the assistant manage» rode with us out 
to the front gate. After three years, this veteran is dis- 
charged, but still living in the same sponsor’s home. He has 
never forgotten that the assistant manager of this hospital 
is his friend and is interested in his welfare and progress. 


Selection and Placement of Patients 


The home care program is one part, a specialized part, of 
the total trial-visit program. Patients are selected and pre- 
pared for home care by the responsible ward psychiatrist 
and social worker, and from the point of referral for home 
care the efforts of the home care social worker are closely 
coordinated with those of the ward team. Factors considered 
in the selection of a patient include his dependency needs, his 
ability to assume partial responsibility for caring for himself, 
non-combativeness, ability to communicate, possibility of social 
and vocational rehabilitation, potentialities for change, sta- 
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bility of mood, personal habits, medical status, and sufficient 
funds. The usual amount paid a sponsor for board and room, 
laundry, and supervision has been $125 a month. This has 
meant that patients have needed to have 100% service-con- 
nected compensation to be included in the program. The 
financial agreement is essentially one between the patient 
and his sponsor, although it is arranged and approved by the 
hospital. Besides these licensed homes, a number of part-work 
placements were located, particularly for non-service con- 
nected veterans who would otherwise have been financially 
unable to move into home care. 

In each situation, an effort is made to obtain the under- 
standing and cooperation of close relatives in support of the 
home care plan. Important considerations in the placement 
of the veteran are the matching of the patients to the sponsors 
and the matching of patients to one another. In some in- 
stances, the patient may be the only veteran in the home, but 
usually from two to six patients are placed in the same home. 
As a rule, there are both female and male parent figures in the 
home, but in some instances widowed or divorced women are 
sponsors. The ward team and home care social worker give 
careful thought to which patients may go into these homes 
and which ones also need the influence of a father figure. 

Other factors in placement include the patient’s prefer- 
ence for city or rural living, availability of employment, or 
nearness to the hospital if the psychiatric plan is for the 
patient to return for individual or group therapy or hospital 
activities during the day. 

All patients referred by the ward psychiatrist and social 
workers receive invitations to attend the home care group led 
by a clinical psychologist and the home care social workers. 
Questions regarding home care are carefully answered and 
patients are free to express any concerns, anxieties, or other 
feelings they may have regarding home care. Patients already 
placed in home care often return to the group and their enthusi-. 
astic reports frequently give doubtful and insecure patients 
considerable reassurance. 

As soon as a patient is attending the home care discussion 
group regularly and showing interest in trips outside the 
hospital, the home care social worker arranges a ‘‘look-see”’ 
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trip to visit at least three homes in the community. Sponsors 
are told ahead of time that a new patient is to visit their homes 
and they are briefed about the patient’s problems and his needs. 

Frequently veterans are frightened and insecure on their 
first trip out of the hospital. We have come to rely upon our 
sponsors to be warm and accepting but not to bring pressures 
to bear at the time of the first visit. For new sponsors, this 
experience is often a happier one than expected. They have 
made such remarks as ‘‘ We like him very much and can’t un- 
derstand why he has been in a mental hospital all these years”’ 
or ‘‘He is very shy but we think we can help him and we 
would like to try.’’ Many patients are sure that the first 
home is the right one but are encouraged to ‘‘sleep on it,’’ or 
a week-end visit may be arranged before a decision is reached. 

This period of experimentation can be very positive for both 
veteran and sponsor, giving each a chance to look over the 
field, to express his choice, his likes and dislikes, his fears, 
negative feelings, or uncertainty. Recently a veteran was 
‘on the fence,’’ as it were, for more than two years about a 
placement, but most patients are satisfactorily placed within 
a few weeks or months from the date of referral. 

During the four years of the program, about one-third of 
the total number placed in home care have been moved to a 
second or a third home and, in a very few instances, to a fourth. 
The ability to express a desire to change homes on the part of 
both the patient and the sponsor is not entirely negative. One 
veteran, Mr. A, has moved at his request about once a year 
for three years now. In the first home he was practically 
spoon-fed and carried on in an infantile manner. In the 
second home he assumed a very different role. He began to eat 
well, gain weight, and bought a bicycle. Finally we moved him 
to a third home, this time in the city. In discussing this 
move he wondered if he would make as much progress in the 
third home as he had in the second. He is now a thorough-go- 
ing city fellow and the ward psychiatrist is considering dis- 
charge for him with his guardian-brother. 


Selection of Sponsors 


Prospective sponsors come to our attention through many 
and varied sources. We first mail an application blank and 
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a descriptive folder which interprets the program and is good 
publicity. Each applicant is told that a home visit to inter- 
view the family will not be made by the home care socia) 
worker until a home in that area is needed. Factors consid- 
ered in the selection of sponsors include emotional maturity, 
stable and congenial family relationships, soundness of mo- 
tivation, financial security, and ability and willingness to 
utilize supervision. The home must meet minimum standards 
for space, fire safety, hygiene, and comfort. The home must 
appeal to the veteran and to some extent meet his individual 
needs and desires. 

It is paramount that the sponsor have financial resources 
other than the fees paid by the veterans. If we are not ready 
to place a veteran in a sponsor’s home at once the alternatives 
of renting the rooms privately or securing another type of 
license are frequently suggested. We have lost some good 
prospective sponsors because we could not make an early 
placement, but usually the applicant who sincerely desires to 
take veterans into her home will await the opportunity, some- 
times for several months or even a year. Of the seventy spon- 
sors participating in the program during the four-year period, 
twenty-five have dropped out, usually for health or financial 
reasons, 

We have been fortunate in averaging five applications for 
home care sponsorship to one that has been accepted. This 
five-to-one ratio gives us the opportunity to pick nnd choose 
the sponsors we want and need. If an application is dropped, 
it is usually for one of the following reasons: 


(1) The applicant withdraws when she considers specific 
problems concerning mentally ill persons. 

(2) The applicant may already have a license for persons 
other than veterans in her home, and for more people than 
we allow in one home (six is our maximum). 

(3) The home may not meet the physical or financial stand- 
ards for licensing. 

(4) The attitude of the applicant or members of the family 
may not be desirable. 

(5) The home may be located too far from the hospital 
(more than twenty-five or thirty miles). 

Upon reviewing the forty sponsors’ homes in which we are 
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now supervising veterans, we find many specialized situations 
like the following: A Russian home where two Russian-born 
veterans live; two Negro homes with one Negro veteran in one 
and two in the other; a home where rather close supervision 
is supplied to veterans who have had leukotomy operations; 
a town home where three of the four veterans are quite musical 
and where meals are followed by intellectual and philosophical 
discussions. In one of our homes two Chinese veterans and 
one Filipino veteran live. We have three Italian-born spons- 
ors ; two of these have veterans who like all-Italian food, Italian 
talk and culture, while the third is somewhat more American- 
ized. 

In one small-town home, the sponsor’s attitude is quite 
nurturing and mothering. One tract home was selected because 
of the physical convenience of the floor level for the crippled 
veteran’s wheel chair. One home in a large city is more like 
a rooming house where two of the four veterans have regular 
full-time jobs. In one large city home, we placed veterans 
with alcoholic problems. 

From the beginning, individual casework with the sponsor 
has been supplemented by group meetings of sponsors at the 
hospital. In these bi-monthly meetings various administra- 
tive and procedural matters are considered and the sponsors 
bring out problems that they encounter and interchange infor- 
mation regarding their approach to situations. The staff -psy- 
chiatrists have been very active in the sponsors’ meetings and 
have led discussions on such topics as: 

(1) Home care, a means of interpreting mental illness to 
the community. 

(2) The meaning of food to the patient. 

(3) Handling personality difficulties. 

(4) Problems of handling money. 

(5) The réle of the patient in the home of the sponsor. 


Public Relations 

Our first negative experience in public relations occurred 
near the close of the first year of home care. A sponsor who 
had done a marvelous job with two of our post-leukotomy 
veterans wished to change her license from two to four 
patients. The application was filed correctly with the State 
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Department of Mental Hygiene, which routinely notified the 
city fire marshal to investigate this home. The fire marshal, 
instead of going directly to the home to inspect it, referred the 
matter to the city planning commission in a prejudicial manner. 
We learned of this through a newspaper headline—‘‘ Foster 
Home for VA Mental Patients Draws a Loud Protest.’’ Some 
poorly informed but influential individuals and groups had 
been aroused and were demanding zoning restrictions which 
would prevent the licensing of homes in the vicinity. For 
weeks, the manager, the chief social worker, and the home 
care social worker were involved in delicate interpretive work 
with P.T.A. groups, the city planning commission, veterans’ 
organizations, and civic leaders. As a result, the planning com- 
mission allowed our fine sponsor to continue with her two 
veterans, but has never approved four veterans in her home. 

This experience emphasized the need for interpretation of 
the program. We stimulated a series of feature articles in the 
local press. We learned to keep in touch with the district 
attorney. We requested that one of his deputies be assigned 
to us for trouble-shooting. Once when a sponsor’s dog got 
into a fight with a neighbor’s dog, there was a bitter quarrel, 
with the neighbor complaining to the district attorney’s 
office, not about the dog but about the veterans in the sponsor’s 
home. The deputy district attorney uncovered the real source 
of the difficulty and settled the problem. The four veterans 
are still in that home and the sponsor and her neighbor are 
good friends. 

We have learned that no sponsor’s license is stronger than 
her most prejudiced and hysterical neighbor! If we learn of 
trouble and whispering about the veterans, our approach is 
to call with the sponsor on neighbors for several blocks around. 
There we listen carefully to their complaints and do every- 
thing possible to interpret and explain our program. Usually 
this allays fears and prejudice and avoids publicity or involve- 
ment with planning commissions, police, and other authorities. 

A sponsor from our one large city, who cares mainly for 
patients with drinking problems, has had to limit the men’s 
drinking habits quite firmly. Occasionally one of these 
veterans lands in jail for excessive drinking. The sponsor and 
the hospital have an excellent working relationship with the 
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police authorities in handling these situations. Most of the 
veterans in this home have made progress in the handling of 
their drinking problems. 


Supervision of Homes 


Communication remains important throughout the entire 
home care period. In some cases the responsible doctor has 
regular interviews with the patient. In all cases the home 
care worker keeps the ward psychiatrist and the ward social 
worker informed regarding the adjusment of the patient in 
the home. If the initial placement is not successful, the home 
care social worker and the responsible doctor decide whether 
the patient should be returned to the hospital or transferred 
to another‘home. 

The relationship between the home care worker and the 
sponsor is of utmost importance. As problems arise sponsors 
frequently call the home care worker, and the worker, of 
course, makes regular visits to the homes. Visits are usually 
once a week for the first month of placement and less frequent 
thereafter. Many of the veterans request personal interviews 
during the visits to the home, but primarily the home care 
worker provides service to the veteran through help to the 
sponsor. It is the sponsor who lives with him twenty-four 
hours a day and it is to her that he looks for guidance and help 
with his daily problems. 

The sponsor understands that she and her home are consid- 
ered an extension of the hospital. She is entrusted with back- 
ground information and other necessary data regarding the 
veteran’s treatment and progress. The sponsor feels free 
to ask questions and depends upon the home care social 
worker for advice and suggestions. 


Evaluation 


Evaluation of the 209 patients who have been placed in home 
care reveals that only 45 are now back in the hospital. It is 
estimated that about 20, or nearly half, of these 45 will be 
able to return to home care or other trial-visit soon. Six of the 
209 are now deceased. 

Success in home care is not easily measured. We have judged 
success not only by the number of veterans who have moved out 
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of the hospital into home care or by the number who have 
moved from home care to straight trial-visit or discharge and 
more independence, but also by the number of veterans (26 at 
the moment) who have remained in our sponsors’ homes fol- 
lowing discharge. Many patients have demonstrated to their 
families that they can live successfully outside the hospital and 
have been accepted again in their own homes. Others who have 
no families or whose families remain unaccepting have found 
permanent homes and a permanent welcome with their spon- 
sors. 

Discharge planning participated in by patient, ward doctor, 
and sponsor is our final casework service. Discharge is the 
culmination of our rehabilitative program, the goal of which 
is to help the veteran become a part of his community, inde- 
pendent, productive, and well-adjusted. 

Home care is primarily a part of the treatment program. 
Secondarily, however, it is a program of mental health educa- 
tion. The home care sponsors are in the forefront in this 
interpretive effort. The understanding and acceptance of 
mental illness and the knowledge of the hospital they have 


acquired through participation in the home care program are 
passed on to relatives, friends, neighbors, and organizations 
in the community. 





COHORT STUDIES OF MENTAL DISEASE 
IN NEW YORK STATE, 
1943 TO 1949* 


BENJAMIN MALZBERG, Pu.D. 
New York State Department of Mental Hygiene 


Part II. Generat Paresis 


HERE has been a remarkable and steady decrease in the 

rate of first admissions with general paresis to the New 
York civil state hospitals since the third decade of the century. 
Despite an increase of 40 percent in the population of New 
York state since 1920, the number of first admissions with 
general paresis has decreased by almost 75 percent. The rate 
of first admissions per 100,000 population fell from approxi- 
mately 8 to less than 2. 

However, the decrease in first admissions with general 
paresis has not brought about a decrease in their number 
on the books of these hospitals. In 1920, for example, there 
were 1,365 general paretics on the books, representing 3.6 per- 
cent of the total. In 1950, however, they totaled 3,686, or 3.9 
percent of the total. This incongruous and unexpected trend 
would seem to be incompatible with the results of modern 
therapies. Yet, in fact, it is a direct consequence of the im- 
provements in therapy. The usual types of hospital statistics 
cannot explain adequately this apparent inconsistency. To de- 
termine what happens to hospitalized first admissions with 
general paresis it is necessary to follow systematically the 
histories of a cohort of such admissions. 

The following analysis is based upon five cohorts of first 
admissions with general paresis to the New York civil state 
hospitals. The first cohort was admitted during the fiscal 
year ended March 31, 1944. Similar cohorts were obtained 
from the admissions of each of the succeeding four fiscal 
years. As shown in Table 1, the five cohorts totaled 2,923. 


* This is the second of a series of eight ‘or nine reports based on an investigation 
supported by a research grant from the National Institute of Mental Health, of 
the National Institutes of Health, United States Public Health Service. 
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TABLE 1. First ADMISSIONS WITH GENERAL PARESIS TO THE NEW YoRK CIVIL 
StTaTe HOSPITALs, FiscaL YEARS 1943-1944 To 1947-1948 INCLUSIVE 
Fiscal year Males Females Total 
1943-1944 480 187 667 
1944-1945 468 188 656 
1945-1946 433 134 567 
1946-1947 399 142 541 
1947-1948 360 132 492 


2,140 783 2,923 


The first admissions decreased during the period of five 
years from 667 during the year ended March 31, 1944 to 492 
during the year ended March 31, 1948. This is in accordance 
with the decreasing trend of such admissions, which began 
during the decade 1920-1929. 

The age distribution of the 2,923 first admissions is sum- 
marized in Table 2. They were included largely within the 
age limits of 35 to 59 years. This interval included 2,098 first 
admissions, or 71.8 percent of the total. Of the remainder, 
342, or 11.7 percent, were under 35 years of age, and 477, or 
16.3 percent,‘were aged 60 or over. The heaviest concentra- 
tion was from 40 to 49 years. For both males and females, 
the admissions were grouped predominantly in the middle age 
periods, but the concentration was more marked for males, 


TABLE 2. First ADMISSIONS WITH GENERAL PARESIS TO THE NEW YorK CIVIL 
State Hospiraus, FiscaL YEARS 1943-1944 To 1947-1948 INCLUSIVE, 
CLASSIFIED ACCORDING TO AGE 

Number Percent 
Sp A me | ie A 


Pe 
Age (years) Males Females Total Males Females Total 


Under 25 3i 27 58 a. 
32 40 72 1. 
133 79 212 6. 
283 100 383 13. 
391 123 514 18. 
383 122 505 iF. 
294 100 394 13. 
230 72 302 10. 
181 61 242 8 

101 34 135 4 
23 100 3. 

2 6 0 
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who included 73.8 percent within the interval of 35 to 59 years, 
as compared with 66.1 percent of the females. 

The statistics of discharge are summarized in Table 3, which 
includes the percentages discharged within successive periods 
after admission. Since the annual cohorts were followed for 
unequal years of exposure, varying from a minimum of one 
year to a maximum of five years, the percentages of discharge 


TABLE 3. First ADMISSIONS WITH GENERAL PARESIS TO THE NEW YORK CIVIL 
SraTe HospiTaLs DISCHARGED DuRING SPECIFIED PERIODS AFTER ADMISSION, 
CLASSIFIED ACCORDING TO PERCENTAGE AND RATE 

Males Females 


= % . AN —~ 
Cumula- Rate per Cumula- Rate per 

Period of Per- _ tive Per- 1,000 Per- tive Per- 1,000 

Hospitalization cent eent Exposures* cent cent Exposures* 

2.7 130. 2. 118.3 

2 81. 4. 104.7 

8 $7. 4. 21.0 

3 33. 5. 44.1 

3 63. 5. 66.0 

2 

6 

4 

2 
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Second three months. 
Third three months. 
Fourth three months 
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352. 31. 388.9 
111. 35. 115.4 
78. 36. 41.7 
45. 37. 21.1 
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* On an annual basis. 


for each period after hospitalization are averages based upon 
the corresponding base totals. Thus, since each cohort was 
exposed for at least one year to the chance of discharge, the 
percentage so discharged was based upon the total admissions 
of the five cohorts. The cohort for 1947-1948 was followed 
for only one year; hence, the exposure for the second year 
after admission could be derived only from the experience 
of the remaining four cohorts. Finally, only the cohort of 
1943-1944 was followed for five years; hence, the percent and 
rate of discharge during this period were derived from the 
experience of this cohort alone. 

Of the male first admissions with general paresis, an average 
of 31.2 percent were discharged within five years after admis- 
sion, compared with 42 percent of all male first admissions. 
Discharges were few during the first year, representing only 
5.3 percent of the total first admissions with general paresis. 
Almost half of the discharges within this period occurred dur- 
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ing the first three months. Discharges dropped to only 0.5 
percent of the first admissions during the final quarter of the 
first year after admission. They rose to 19.9 percent during 
the second year of hospitalization. Relatively few general 
paretics are placed in convalescent care. Therefore, it may be 
concluded that the percentage of discharges during the second 
year represents primarily direct discharges from the hospital, 
and that such discharges are few during the first year and 
also after the second year of hospitalization. It is also evi- 
dent that the chance of discharge decreases very rapidly after 
the second year. 

Of the female first admissions with general paresis, 37.2 per- 
cent were discharged within five years, compared with 43.5 
percent for all female first admissions. The percentage of 
discharge for female general paretics was higher than the 
corresponding percentage for males. This resulted from the 
relatively greater number of discharges among females dur- 
ing the second year after hospitalization. Thus, 25.8 percent 
of the females were discharged during this period, compared 
with 19.9 percent of the males. Discharges were few during 
the first year, and still fewer after the second year. 

If these percentages of discharge appear, in general, to be 
low, they are nevertheless in marked excess over correspond- 
ing statistics for an earlier period. Thus, a study? of a cohort 
of male first admissions with general paresis to the New York 
civil state hospitals in 1909-1910 showed that only 13.5 percent 
were discharged within five years after admission, which may 
be compared with 31.2 percent of current admissions. Fur- 
thermore, 8.5 percent were discharged during the first year 
among the earlier admissions, compared with only 5.3 percent 
of the current group, but the earlier discharges amounted to 
only 2.5 percent during the second year, compared with 19.9 
percent so discharged between 1943 and 1949. The difference 
may be attributed to the absence of a specific type of therapy 
for general paresis during the earlier epoch, and the applica- 
tion of specific forms of chemotherapy in this generation. 
Patients are retained in the hospitals during the course of 
the therapies, and subsequently become eligible for discharge. 
Thus, we now have, as a result of these therapies, higher rates 
of discharge, but they occur at a later period after admission. 





MENTAL DISEASE IN NEW YORK STATE 587 


The statistics for female first admissions with general 
paresis show similar results. As with contemporary cohorts 
of general paretics, females had higher percentages of dis- 
charge than males four decades ago.” However, only 20.5 per- 
cent of the females were discharged within five years after 
hospitalization, compared with the current percentage of 37.2. 
The discharges during the earlier period rose from 13.3 per- 
cent of the total admissions during the first year to a cumula- 
tive total of only 17.5 percent during the second year. The 
discharges among the current female cohorts amounted to 
only 5.7 percent during the first year after admission, but rose 
to 31.5 percent by the end of the second year. 

The exact probability of discharge can be obtained only by 
relating the discharges to the corresponding population at 
risk. The chance of discharge during the first year depends 
upon the number exposed to the possibility of discharge dur- 
ing that period. The chance of discharge during the fifth year 
depends upon the number of the original cohort remaining 
until this period and therefore subject to the chance of dis- 
charge during the fifth year. Table 3 summarizes the proba- 
bilities of discharge during specified periods after admission. 

Among males, the rate of discharge was 130.5 per 1,000 
annual exposures during the first three months after admis- 
sion. The rate of discharge decreased during the remainder 
of the first year to 33.4 during the final quarter of the year. 
The average rate for the first year was 63.7. The rate in- 
creased almost six-fold to 352.6 during the second year after 
admission, but fell rapidly thereafter to 45.4 during the fifth 
year. 

Females showed a similar trend. The rate of discharge 
began with 118.3 per 1,000 annual exposures during the first 
three months after admission and decreased to 44.1 during 
the final quarter of the year. The average for the first year 
was 66.0. The rate rose to 388.9 during the second year, then 
decreased steadily to 21.1 during the fifth year. Females had 
higher rates of discharge than males during the first years 
after admission, but lower rates during the subsequent years. 

As with percentages of discharge, the rate of discharge was 
higher during the first year of hospitalization for the early 
cohort* than for the current cohorts. Thus for males, the 
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rates were 108.1 and 63.7 for the respective cohorts. During 
the second year, however, the rates were 63.6 and 352.6 re- 
spectively. The rate of discharge within two years after ad- 
mission increased among males from 159.0 to 317.3. Similarly 
among females, the rate of discharge during the first year was 
higher for the earlier cohort. This was reversed during the 
second year, the rate for the current female cohorts being 
388.9 as compared with 91.9 for the early cohort. The rate of 
discharge within two years after admission was 229.5 for the 
early female cohort, compared with 371.8 for the recent female 
cohorts. 

Table 4 shows the rates of discharge during specified periods 
after admission, correlated with age at first admission. It was 
shown previously that the rates of discharge rose to a maxi- 
mum during the second year of hospitalization and decreased 
subsequently. This trend repeats itself, with minor fluctua- 
tions, in all age groups. In each period of hospitalization, how- 
ever, the rates decreased with advancing age at first admission. 

Among males, the discharge rates fell during the first year 
of hospitalization from 80 or over at ages under 45 to 50 or 
less at the older ages. There was a more definite trend during 
the second year of hospitalization. The rates of discharge 
were at a maximum below age 40 and declined to minima at 
ages 60 or over. 

Among females, the discharge rates fluctuated somewhat 
erratically due to small numbers, but during the second year 
of hospitalization they too followed the trend of inverse rela- 
tion with respect to age at first admission. 

Table 5 summarizes the condition of the patients at time of 
discharge. It has been shown that the bulk of discharges 
occurred during the first two years of hospitalization. All the 
cohorts, except that of 1947-1948, provided data for this 
period. These cohorts included 2,431 first admissions with 
general paresis. Of this total, 5.6 percent were recovered, 
13.9 percent were much improved, 5.8 percent were improved, 
and 1.7 percent were unimproved. Females showed somewhat 
higher rates of recovery and improvement than males. 

These percentages contrast favorably with the experience 
of the cohort of 1909-1910. In the latter years, no patients 
were discharged as recovered within two years after admis- 
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sion. The total percentage discharged as improved increased 
from 8.8 during the earlier epoch to 25.3 percent among the 
later cohorts. Those discharged as unimproved decreased 
from 5.5 to 1.7 percent. Both sexes shared in percentage of 
improvement. Thus, recoveries increased among males from 
none to 5.3 percent; total improvement increased from 11.1 to 
23.5 percent. Recoveries increased among females from none 
to 6.1 percent, and all degrees of improvement increased from 
17.5 to 29.9 percent. 


MortTAa.ity 


Table 6 shows the average percentages of the cohorts dying 
within five years after hospitalization. Of the males, 47.2 per- 


TABLE 6. First ADMISSIONS WITH GENERAL PARESIS TO THE NEW YorK CIvIL 
State HospitaLs Dy1ING WITHIN SPECIFIED PERIODS AFTER ADMISSION, 
CLASSIFIED ACCORDING TO PERCENTAGE AND RATE 


Males Females 
f : oe 





Cumulative Rate per Cumulative Rate per 
Period of Per- Per- 1,000 Per- Per- 1,000 
Hospitalization cent cent Exposures * cent Exposures * 
19. 792. 15. 15.6 637.4 
27. 404. 19.9 216. 
31 230 22.6 142. 
34. 202. 25.9 185. 
34. 351 25.9 266. 
9 
6 
3 
9 


a 


First three months. 19. 
Second three months q. 
Third three months. 3. 
Fourth three months 3. 
First year 34. 
Second year 
Third year 

Fourth year 


rs 


40. 122. 29. 72. 
43. 114. 34. 130. 
45. 95. 37. 101 
47. 67. 61 


t bo mH bo b> © Oo & 
lb ONwWNM DY Ow 
aH & © w DD «a 
mH bo mh mm OH OD DO 
COMRSCHOH WES 


38. 


* On an annual basis. 


cent died during this period. The heaviest mortality occurred 
during the first year, during which the deaths amounted to 34.2 
percent of the total admissions. Within the first year, the 
heaviest mortality occurred during the first three months. 
Unlike discharges, the great majority of which occurred dur- 
ing the second year afte: admission, there were relatively few 
deaths after the first year. Only 6.1 per cent of the male 
cohort died during the second year, and the percentage 
dropped still further to 1.3 during the fifth year. 

There was a similar trend among females, though at a lower 
level. Thus, 15.6 percent of the female first admissions with 
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general paresis died within three months after admission. A 
fourth of the total female cohorts died during the first year 
after admission. Only 4.0 percent died during the second 
year. The total mortality over the period of five years repre- 
sented 38.9 percent of the cohorts. 

It was shown previously that discharges have risen very 
significantly among first admissions with general paresis over 
the past four decades. A similar improvement occurred with 
respect to mortality. Thus 78.3 percent of the male first ad- 
missions with general paresis died within five years after 
admission circa 1910,° compared with 47.2 percent in 1944~ 
1949. For females, the corresponding percentages were 62.5 
and 38.9 respectively. It is of interest that the improvement 
in mortality did not occur until after the first three months. 
During this period, 19.0 percent of the male first admissions 
of the earlier epoch died, compared with a current percentage 
of 19.3. Among females, the corresponding percentages were 
14.0 and 15.6 respectively. In all subsequent periods, how- 
ever, the current rates of mortality were lower. 

Table 6 also shows the actual rates of mortality per 1,000 
annual exposures. The heaviest mortality among males, 792.6 
per 1,000 exposures, occurred during the first three months. 
The rate declined during the remainder of the first year, and 
averaged 351.8 for that period. The rate continued to decline 
after the first year, and reached a minimum of 67.4 during 
the fifth year. 

Among females, the death rate reached a maximum of 637.4 
per 1,000 annual exposures during the first three months, de- 
creased subsequently, and averaged 266.9 for the first year. 
The death rates fluctuated fortuitously after the first year, 
though at a lower level, and terminated with a rate of 61.9 
during the fifth year. 

Improvement in rates of mortality were noteworthy. The 
male cohort of 1909-1910 had a rate of 446.0 per 1,000 ex- 
posures during the first year of hospitaiization.* The current 
male cohorts had a corresponding rate of 351.8. During the 
second year of hospitalization, the corresponding rates were 
399.3 and 122.6 respectively. Similar decreases occurred dur- 
ing the remaining years of hospitalization. 

There were similar improvements among females. For the 
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first year of hospitalization, the rates were 376.8 and 266.9 
for the early and current cohorts respectively. During the 
second year, they were 249.6 and 72.0 respectively. During the 
fifth year, they were 134.4 and 61.9 respectively. 

The rates of mortality are shown in Table 7 in relation to 
age at first admission. The rates were highest during the first 
three months after admission. Within this period they rose 
rapidly with advancing age. Thus, for males, the rate was 


TABLE 8, PERCENT OF FIRST ADMISSIONS WITH GENERAL PARESIS TO THE NEW YORK 
Civit Srare HOSPITALS REMAINING IN CONTINUOUS RESIDENCE AT END OF 
SPECIFIED PERIODS AFTER ADMISSION 


End of 
Third month 
Sixth month 
Ninth month 
First year 
Second year 
Third year 25. 
Fourth year . 20. 
Fifth year 16. 


COMP PINS 


less than 500 per 1,000 annual exposures among those aged 
less than 35. But the rate rose to over 900, as the age at first 
admission increased. Among the oldest age groups, the mor- 
tality was so high during this period that the entire cohort 
would have died in less than a year had the rate been main- 
tained. During the first year of hospitalization, the rates in- 
creased with advancing age to a maximum of 653.6 among 
those aged 70 or over. 

During the first three months after admission, the mortality 
rate rose among females from less than 300 at the younger 
ages to rates at advanced ages which would have been unity 
on an annual basis. The average rates were lower for the first 
year after admission, but they advanced steadily with age to 
a maximum of over 700 at 70 years of age or over. Because 
of the small numbers during the later periods of hospitaliza- 
tion, the rates fluctuated in a more or less random manner. 

Of the male first admissions with general paresis, 77.9 per- 
cent were still on the books after a continuous residence of 
three months. The reduction was due principally to the heavy 
mortality during this period. Mortality continued at a lower 
rate during the remainder of the year, and discharges showed 
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no significant increase, so that the cohort, which had decreased 
by almost 30 percent during the first three months, decreased 
only an additional 17 pereent during the remainder of the 
year. At that point, 60.4 percent of the males were still on 
the books. During the second year, however, there was a rapid 
increase in the rate of discharges, so that only a third of the 
male cohorts remained on the books at the close of that year. 
With the slowing of the rate of discharge after the second 
year, the cohort decreased slowly to 16.9 percent of the origi- 
nal total at the end of the fifth year, as shown in Table 8. 

Because of their lower rates of mortality, the female cohorts 
exceeded the male cohorts in number at all corresponding 
periods after admission. At the end of three months, 81.9 
percent of the female cohorts were still continuously on the 
books, compared with 77.9 percent of the males. At the end 
of a year, the percentages were 68.3 and 60.4 for females and 
males respectively. By the end of the second year, the cohorts 
amounted to 38.6 and 33.4 percent respectively of the original 
female and male cohorts. At the close of the fifth year, a fourth 
of the females were still on the books, compared with a sixth 
of the males. The median durations were 19.4 months for 
females, and 16.6 months for males. 

The vast improvement in the results of treatment of general 
paresis become evident when comparisons are made with the 
cohorts of the period 1909-1910. Among males of this period, 
7.3 percent were on the books five years after admission, in- 
cluding those who had been readmitted during this period. On 
the same basis, the current male cohorts had a corresponding 
percentage of 19.2. For females, the corresponding percent- 
ages were 16.7 and 26.2 respectively. The principal result of 
the newer therapies, therefore, was to increase the longevity 
of general paretics, as evidenced by their ability to live longer 


in hospitals. 


SuMMARY 


This analysis is based upon a series of five successive 
annual cohorts of first admissions with general paresis to 
the New York civil state hospitals. The first cohort was ad- 
mitted during the fiscal year ended March 31, 1944, and the 
hospital history of each member of the cohort was followed 
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for five years from the date of admission. The cohort for the 
fiscal year ended March 31, 1945 was followed for a period 
of four years from the date of admission. There was a reduc- 
tion of a year in the period of exposure of each successive 
cohort, until the final cohort, for the year ended March 31, 
1948, gave an exposure of only one year. The rates of dis- 
charge and mortality over specified periods of time following 
first admission are therefore averages, based upon the co- 
horts who were under exposure during the corresponding 
periods. 

The five cohorts included a total of 2,923 first admissions 
with general paresis, of whom 2,140 were males and 783, 
females. During the five years, 31.2 percent of the males 
were discharged from the books. The majority, 19.9 percent, 
were discharged during the second year after admission. 
There were relatively few discharges during the first year 
or after the second year. Similarly, among females, there 
were few discharges either before or after the second year. 
The total discharges averaged 37.2 percent of the female first 
admissions. A fourth of the females were discharged during 
the second year. As few general paretics are placed in con- 
valescent care, the preceding percentages of discharge are 
equivalent, for practical purposes, to discharges directly from 
the hospitals. 

The rate (or probability) of discharge was high during the 
first three months after admission but decreased steadily dur- 
ing the remainder of the first year. The rates reached a 
maximum during the second year for both males and females 
but dropped rapidly thereafter to minima during the fifth 
year of hospitalization. 

A similar analysis was made of a cohort of first admissions 
with general paresis to the New York civil state hospitals 
during 1908-1910. Comparisons with this early cohort estab- 
lish important contrasts. Thus, only 13.5 percent of the early 
male cohort were discharged within five years after admis- 
sion, compared with 31.2 percent of the cohorts of 1944-1948. 
The corresponding percentages for females were 20.5 and 37.2 
respectively. Furthermore, most of the discharges among 
the early cohorts occurred during the first year after admis- 
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sion. Only 2.5 percent of the males and 4.2 percent of the 
females were discharged during the second year. The later 
and contemporary cohorts, on the contrary, provided few dis- 
charges during the first year; the great majority of such 
discharges occurred during the second year. The newer 
chemotherapies necessitate long periods of treatment, which 
result in discharges at later periods. Finally, not only were 
there more discharges among the current cohorts with general 
paresis, but they now include higher percentages of improve- 
ment. Thus, 5.6 percent of the current cohorts were discharged 
as recovered within two years after admission, compared with 
no recoveries among the earlier cohorts. Those discharged as 
much improved included 13.9 and 2.3 percent respectively. 
Only 1.7 percent of the current cohorts were discharged as 
unimproved, compared with 5.5 percent of the earlier cohort. 

Despite improved therapies, mortality still remained rela- 
tively high. A fifth of the male cohort died within three 
months after admission, a third died within a year, and almost 
half-died within five years. Mortality was lower among 
females; nevertheless a fourth of the cohort died within a 
year after admission, and the total mortality within five years 
grew to almost 40 percent. 

Compared to corresponding rates of mortality among co- 
horts admitted four decades earlier, the improvement is strik- 
ing. Thus, among males, the present mortality of 34.2 percent 
of the total first admissions after a year of exposure compares 
with 42.7 percent of the earlier cohort, and at the end of five 
years the corresponding percentages were 47.2 and 78.3. In 
the case of females, the percentage dying within a year after 
admission was reduced from 35.2 to 25.9, and the total mor- 
tality within five years was reduced from 62.5 percent to 38.9 
percent. 

At the end of the fifth year after admission, there were 
relatively more general paretics on the books among the cur- 
rent cohorts than was formerly the case. Thus, 19.2 percent 
of the males and 26.2 percent of the females, including read- 
missions, were still on the books at the end of this period, 
compared with corresponding percentages of 7.3 and 16.7 four 
decades ago. The larger percentage of general paretics re- 
maining alive and residing in the hospitals is responsible for 
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the growth in the absolute number of such patients in the 
hospitals, despite the fact that there has been a significant 
downward trend in first admissions with general paresis, and 
an increase in the rate of discharge. 
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TWO INTERNATIONAL CRIMINOLOGIC 
CONGRESSES: A PANORAMA* 


SHELDON GLUECK t 


Tur Lonpon Conaress ON CRIMINOLOGY 


HE Third International Congress on Criminology in Lon- 
don dealt with a more unified topic than did the United 
Nations assemblage at Geneva; namely, recidivism. It was 
characterized also by a greater representation of researchers, 
scholars, and practitioners and a lesser emphasis on political 
and governmental representatives than was the Geneva meet- 
ing. Some 400 members, drawn from 52 countries, attended. 
Five sections, each under two General Reporters, dealt 
with the topies of Definitions of Recidivism and Their Sta- 
tistical Aspects, Descriptive Study of Forms of Recidivism 
and Their Evolution, Causes of Recidivism, Prognosis of 
Recidivism, and Treatment of Recidivism. Numerous indi- 
vidual reports prepared by invited scholars representing dif- 
ferent countries were submitted to the ten General Reporters, 
who condensed these contributions, commented on them and 
arrived at conclusions, recommendations, or resolutions. The 
general reports were discussed at the section meetings and 
the outcomes of these discussions were laid before the entire 
body at the plenary sessions, not so much for voting and 
adoption as for presenting, as it were, ‘‘the sense of the 
meeting.’’ In addition, certain individual papers and lectures 
were delivered both in section meetings and at plenary ses- 
sions before the assemblage as a whole.”® 

* Part II of a two-part paper. 

t Roscoe Pound Professor of Law, Harvard Law School. 

26 The papers and lectures included the presidential and closing addresses by 
Dr. Denis Carroll, ‘‘The Individualization of After-care’’ by Dr. Vladimir Hadzi, 
‘‘Case History of a Recidivist Thief’’ by Dr. L. Rubenstein, ‘‘ Correlation between 
Recidivism and Functional or Anatomical Changes in the Brain’’ by Dr. Brous- 
seau, ‘‘The Status of the Glueck Prediction Studies’’ by Dr. Eleanor T. Glueck, 
‘¢The Treatment of Recidivism’’ by Dr. Marcel Frym; a symposium on homicide 
presented at a plenary session and consisting of ‘‘Psycho-sociological Study of 
Murderers in Sweden’’ by Prof. G. Rylander, ‘‘Emotional Reaction of Arrested 
Murderers to Their Crime, Their Trial and Their Sentence’’ by Dr. J. A. Hobson, 
‘‘Murderers and Their Victims’’ by Prof. M. Wolfgang; a plenary session preview 
of a forthcoming volume on ‘‘ Physique and Delinquency’’ by Prof. Sheldon Glueck 
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Since the constituent papers of the sections other than Sec- 
tion IV (of which the writer was one of the General Reporters) 
are not available, discussion must be confined to the General 
Reports. 


VI 


Section I dealt with the Definitions of Recidivism and Their 
Statistical Aspects, for which the General Reporters were 
Professor Roland Grassberger (Austria) and Professor Nor- 
val Morris (Australia). Dr. Grassberger ** devoted his paper 
largely to statistical problems and presented a series of charts 
and graphs illustrating such matters as the criminality of 
recidivists in the total body of criminalism, the role of ‘‘acci- 
dental criminals,’’ the ‘‘dynamic’’ of recidivism, punishment 
and recidivism, the success of the sentence administered, study 
of the criminal career. He noted the impossibility of any 





and Dr. Eleanor T. Glueck; ‘‘specialist meetings’’ consisting of papers on ‘‘Sex 
Offenders and Recidivism’’ by Dr. G. B. Smith and ‘‘Sex Offenders—A Team 
Study’’ by Dr. Bernard Glueck, Jr. (read by Mrs. Isa Brandon, a member of the 
research team involved), ‘‘International Aspects of Forgery of Works of Art’’ 
by Prof. T. Wiirtemburger, and ‘‘ Recidivism and Banknote Forgery’’ by Prof. F. 
Castejon; lectures on ‘‘ An Anthropometric Study of Young and Adult Offenders’’ 
by Profs. M. Verdun and G. Heuyer, ‘‘Masked Schizophrenic Reactions and Per- 
sistent Oriminal Behavior’’ by Dr. R. Banay, ‘‘The Criminality of Unpunish- 
ables’? by Prof. V. V. Stanciu, ‘‘Specialized Methods and Techniques in the 
Psychotherapy of Delinquents’’ by Dr. M. Schmideberg, ‘‘Ductless Glands and 
Recidivism’’ by Prof. C. V. Ferreira; ‘‘ Maconochie—An Early Pioneer of Penal 
Treatment’’ presented at a plenary session by Justice J. V. Barry of the Supreme 
Court of Victoria, Australia; ‘‘ Frontiers of Research in Criminology’’ by Prof. 
Marshall B. Clinard, and ‘‘The Psychological and Penological Aspects of Various 
Types of Recidivism’’ by Dr. Gregory Zilboorg, both presented at a plenary ses- 
sion; lectures on ‘‘The Psychological Background of Recidivism’’ by Dr. H. Ritey, 
‘*Clinical Standards of Prognosis in Juvenile Delinqueney—An After-history 
Study’’ by Dr. A. Bonnard, ‘‘Public Attitudes towards Stealing’’ by Prof. E. 
Smigel, ‘‘The Legislator and the Problem of Recidivism’’ by G. Koskoff, ‘‘The 
Treatment of Recidivism and the Attitude of the Public’’ by Dr. Leon Stern, 
‘*Recidivism in Narcotic Addiction’’ by Dr. H. Berger. In addition there were the 
usual welcoming and ciosing speeches by various dignitaries. Because of the great 
interest in the Glueck prediction techniques, Mrs. Glueck, on invitation, held two 
special sessions explaining the techniques. 

27 Grassberger, R., Les Définitions de la Récidive et leur Importance pour les 
Statistiques, Rapport Général, Section I, Troisitme Congrés International de 
Criminologie, Londres, 12-18 Septembre 1955. Some of the material mentioned in 
the text was derived from the English digest of the general reports, Summary of 
General Reports, Sections I-V, Third International Congress of Criminology, Lon- 
don, 12th-18th September, 1955. It is not known whether the summary of his 
paper was prepared by Prof. Grassberger himself. 
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single or uniform definition of recidivism, the term being used 
according to its context and the point of view of the person 
(doctor, lawyer, statistician) concerned. He adverted to legal 
differentiations according to such criteria as the time elapsing 
between the prior and subsequent offense, the similarity in 
types of offense or variations in offense indicative of the same 
underlying tendency; the fact that definitions in recent legis- 
lation take into account the original offense and its ‘‘inner 
connection’’ with the subsequent offense as indicating an 
‘‘asocial penchant’’ and prescribe severer sanctions therefor. 
Through adequate statistics ‘‘the legislator can be informed 
about the degree of recidivism in various types of offenses, 
the penal administrator can check the success of his measures, 
and the policeman can get information regarding the likeli- 
hood of offenders who specialize in one type of crime switch- 
ing to a different offense.’’** Current official statistics can- 
not, however, furnish adequate data for special, intensive re- 
search, involving the detailed study of case histories. The 
condition sine qua non for all statistics on recidivism is a 
“‘casier judiciare’’ which operates according to a plan that 
deals with problems not merely retrospectively, centering 
upon the past of the offender, but prospectively, following 
the offender during his career after conviction.” 

During the discussion of Grassberger’s report, it was 
brought out that an important development in official sta- 
tistical material in the different countries is ‘‘a trend from 
descriptive statistics to operational research, 1.e., to statistics 
related to action.’’*® The following resolution was unani- 
mously adopted by the Congress: 


‘*Be It Resolved: That the Congress recommend that a committee 
be appointed to examine the data on recidivism in the official criminal 
statistics of various countries and to prepare a report suggesting min- 
imum objectives and standards for the collection and publication of such 


data.’? 31 


It was further agreed that ‘‘such a committee could be formed 
by the International Society of Criminology and that detailed 


28 Summary, op. cit., p. 3. 

29 Les Définitions, etc., op. cit., pp. 19-20. 

30 Memorandum of Conclusions of Third International Congress on Criminology 
1955, London. Mimeographed. 

31 [bid., p. 2. 
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suggestions of individual members should be made to the 
Society. 

Professor Morris confined his paper to the always baffling 
task of definition. He noted a ‘‘surprising similarity of ap- 
proach’’ on the part of the thirteen contributors to his sym- 
posium. He presented the following ‘‘somewhat contentious 
propositions’’: 


99 32 


‘‘that it is both impossible to achieve and unwise to seek a single defi- 
nition of recidivism ; 

‘‘that we must define recidivism differently for the purposes of at least 
three different aspects of the application of the criminal law; 

‘*that recidivism has a different connotation to the lawyer, the penal 
administrator, and the criminologist, when considered from the view- 
point of their own disciplines; and 

‘*that though there are elements in common in these three types of 
definition of recidivism they are too few to form the foundation of 

_ any useful single definition.’’ 38 


1 
Following the propositions noted, Professor Morris ana- 
lyzed the penal, the legal, and the criminologic definitions of 
recidivism, noting their individual relevancy to these respec- 
tive areas and citing examples from a wide variety of coun- 
tries. His conclusion follows: 


‘*The essential unifying concept behind recidivism is the repetition 
of crime after conviction. The penal administrator tends to test this 
by reappearance in prison; the lawyer by reappearance as a convicted 
person in court; while the criminologist desires to test it by the subse- 
quent commission of crime. The penal, legal, and crimological definitions 
will all be narrowed by the interpolation of many other factors qualifying 
the personality of the offender and the type and number of his crimes 
and sentences; these will vary according to the particular proposition or 
inquiry concerning recidivism being made and will vary considerably from 
one legal system to another and from one criminological, legal, and penal 
inquiry to another.’’ 34 


In the deliberations of the section it was brought out that 
definitions vary with aim; that ‘‘every definition, either legal 
or criminological, can be regarded as a tool, as a means to 
apply legal sanctions or to organize research material. For 
that reason there must be a variety of definitions according 
to different laws, legal systems, and research requirements.’’ * 

82 Ibid. 

83 Morris, N., Definitions of Recidivism, General Report, Section 1, Third Inter- 
national Congress of Criminology, London, 12th to 18th September, 1955, pp. 2-3. 


84 Ibid, p. 16. 
35 Memorandum of Conclusions, op. cit., p. 1. 
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The following statement was unanimously accepted at the 
plenary session: 

‘*For different purposes the criminologists need different definitions of 
recidivism. Recidivism in the criminological sense, therefore, includes the 
following main forms. It means: 

(1) that a person after having committed a first crime which was 

legally established, and having been convicted of it or in any other 

way dealt with officially by society, then commits another crime (re- 
cidivist stricto sensu), 

(2) that a person having committed a first crime legally established 

and dealt with as before resumes his criminal activity because of his 

‘dangerous state’ (recidivist lato sensu).’’ 36 


Discussion.—Dr. Grassberger’s charts and graphs deserve 
study by all those interested in a system of administrative 
statistics that can keep its pulse on the processes of justice. 
Regarding the investigation into the subsequent careers of 
offenders, it is doubtful whether this can be effectively accom- 
plished under governmental auspices. Reliance must be had 
on researchers in universities and institutes, since the tech- 
niques involved are complex and subtle and the researchers 
in follow-up studies must above all be neutral, and not influ- 
enced by a propagandistic desire to prove the high effective- 
ness of certain penal regimes, or probation or parole. 

Properly implemented by an active committee, the resolu- 
tion of the Congress on statistics of recidivism can lead to 
fruitful results, especially in encouraging the development 
of operational statistics as an instrument of administrative 
control and for the guidance of policy in the light of measured 
results. 

The adopted statement on the definitions of recidivism is 
hardly an improvement over Morris’s down-to-earth approach 
which seems to the writer to be the only way of avoiding 

36 Ibid. 

37 Intensive and unbiased field investigations usually prove that the officially 
published failure rate is materially lower than the actual one. See, for example, 
the follow-up studies by Sheldon and Eleanor Glueck: 500 Criminal Careers, 
New York, Alfred A. Knopf, 1930; One Thousand Juvenile Delinquents, Cam- 
bridge, Harvard University Press, 1934; Five Hundred Delinquent Women, New 
York, Alfred A. Knopf, 1934; Later Criminal Careers, New York, Commonwealth 
Fund, 1937; Juvenile Delinquents Grown Up, New York, Commonwealth Fund, 
1940; Criminal Careers in Retrospect, New York, Commonwealth Fund, 1943; 
After-Conduct of Discharged Offenders, New York and London, Macmillan Co., 
1945, 
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wasteful entanglements in a variety of differing concepts 
sailing, confusedly, under a single flag. It is the approach 
which those conducting the deliberations on the definitions of 
juvenile delinquency at the Geneva Congress should have 
taken to save time and ruffled spirits; for while working 
definitions are usually necessary to the focusing of an in- 
vestigation, the nature of a definition depends on the aim and 
context of an intellectual exploration, and it is familiar wis- 
dom that meaningful definitions develop toward the end of 
an inquiry rather than at its beginning. 


. 


VII + 


In Section I, which dealt with Forms and Evolution of 
Recidivism, Dr. C. H. Andersen (Belgium) and Professor 
Walter Reckless (U.S.A.) presented thought-provoking gen- 
eral reports. At the outset, Dr. Andersen ** sketched the 
sources of motivation in instinctual equipment and early con- 
ditioning. He pointed out that an etiologic classification is 
possible according to the origin of the habits of an individual 
—instinctual, those derived largely through education, through 
example, through emotional conflicts, through frustrations, 


through integration in a group.*® ‘‘The study of instinctual 
motives reveals two possible anomalies. Recidivism can be 
a habit of [original] impulse (habitude pulsionnelle), assur- 
ing an instinctual satisfaction not inhibited by the brake 
of socialization; it can be also a secondary habit, born of 


a poorly resolved conflict of impulse, that is, a neurosis.’’ *° 


Andersen distinguishes no fewer than six types of classifica- 
tion of recidivists: legal (which is weak in that it ignores 
psychologic motivation); descriptive (which treats of a 
variety of repeaters under a single stereotype, ignoring 
the important fact that while like offenses reveal a simi- 
larity of crimingl intent they may have a wide variety of 
motivations); classification by criminal career (contrast- 
ing those who recidivate because of bad social conditions, 
such as ostracism of the ex-prisoner, with the professional 


88 Andersen, C. H., Formes et Evolution du Récidivism, Rapport Général, 
Troisiéme Congres International de Criminologie, Londres, 12-18 Septembre 1955, 
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recidivist of antisocial character); classification according 
to psychologic type (based on a character typology derived 
from temperamental or affective makeup, Andersen includ- 
ing here the comparative study of Rorschach Test’ and psy- 
chiatric traits by Sheldon and Eleanor Glueck—Unravel- 
ing Juvenile Delinquency *\—which he regards as useful for 
both prognosis and therapy but which he claims is inapplicable 
to adults since their ‘‘character and the reactive potentialities 
have been modified by experience, by incident and by ex- 
amples’’);** classification by eriminologic type (Andersen 
pointing out that the method of psychologic analysis in the 
Gluecks’ work permits of determining types of probable 
recidivists through the isolation of certain constellations of 
factors among the numerous combinations of person-milieu, 
and listing various patterns) ; psychiatric classification (based 
not only on cognitive and affective anomalies but also on 
anatomic or physiologic determinants, including the findings 
of constitutional psychology, and involving the view that the 
tendency to recidivate despite punishment is essentially a 
congenital weakness). 

This analysis of types of classification of recidivists is fol- 
lowed by a detailed consideration of different patterns of 
non-recidivists and recidivists from the point of view of prac- 
tical correctional administration, somewhat along the lines of 
the typology suggested by Reckless (below), but with greater 
emphasis on psychiatric and psychoanalytic concepts, espe- 
cially in discussing the role of the superego and ego. This 
practical classification of recidivists is first broken down into 
four types who are neither rendered more wise nor intimi- 
_dated by the punishment they have undergone and four types 
who are influenced thereby. 

He ends with a stirring plea for the study of personality 
in both its mental and physical aspects and under the impact 
of the environment. 

Professor Reckless ** emphasized the great need of case- 
history preparation and analysis as a complement to mass 
statistical studies. He posed the questions whether a stand- 

41 New York, Commonwealth Fund, 1950. 
42 See Discussion of materials on Prognosis. 


43 Reckless, W. C., The Forms of Recidivism, General Report, Section II, Third 
International Congress of Criminology, London, 12th to 18th September, 1955. 
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ard outline should be developed and used for the systematic 
collection of case-histories of recidivists; whether this should 
be done by research teams, ‘‘representing several methods and 
approaches’’; what comprises ‘‘an adequate sample of case- 
histories which can give authority and validity to the findings 
of criminologists?’’ and ‘‘what are the case-history criteria 
of a recidivist?’’ He suggested as basic criteria, ‘‘the mean- 
ing or function of the recidivistic behaviour in the individual 
case-history’’ and the ‘‘dominant etiological factor in the indi- 
vidual case-history.’? He said that there are patterns of 
recidivism reflecting a criminal career or vocation and those 
‘‘representing the uncontrollable repetition of criminal acts, 
which... are merely the behavior of .. . habitual and abnormal 
delinquents and criminals.’’ Like Andersen, Reckless sub- 
mitted a thought-provoking breakdown of the general area 
into principal patterns of recidivism, but his system takes 
more account of sociologic concepts: 

(a) Criminal careers, vocations, or trades, divided into 
(1) ordinary criminal career (‘‘a mixture of gainful prop- 
erty crimes,’’ which emerge out of bad environments, social 
and economic inadequacies, criminal associates, etc.); (2) 
criminal trades of a ‘‘special group tradition,’’ such as 
‘‘moonshiners,’’ gypsies, ete., the recidivist here acquiring 
the criminalistic pattern ‘‘as a perfectly normal member of 
his special social group’’; (3) organized criminals (gangsters, 
racketeers, traffickers in women and drugs, criminal receivers, 
etc.), these following ‘‘the route of those in pattern 1 until 
they make connection with definitely organized criminal enter- 
prise’’; (4) professional criminals (confidence men, forgers, 
counterfeiters, etc.), who have not ‘‘emerged out of pattern 1 
but rather have middle class origin,’’ have developed an anti- 
social expression of their skills ‘‘as a result of contact with 
other professionals,’’ stay aloof from ordinary criminals, and 
often manage to keep out of prison; (5) the middle and upper 
class white-collar criminals, or violators of positions of trust 
and governmental controls, who also usually manage to escape 
imprisonment and who recidivate because of the ‘‘lure of 
great gains at little risk, the example set by dishonest and 
unscrupulous colleagues, the failure to get caught.’’ (The 
extent of patterns 3 and 5 depends greatly on the ‘‘ particular 





TWO INTERNATIONAL CRIMINOLOGIC CONGRESSES 607 


development of business, the professions, and government 
service in various countries.’’) (6) The physically handi- 
capped, driven into crime by inferiority feelings or difficulty 
in making an honest living. 

(b) Habitual and abnormal offenders comprise (7) the anti- 
social characters (of ‘‘weak ego structure and weak internal 
controls,’’ and of ‘‘very little superego (conscience)’’ and 
capacity to identify with others, who ‘‘renege on their social 
and economic obligations, often gravitate to alcoholism, drug 
addiction, vagabondage, and frequently become sexual devi- 
ates.’’ This group includes the ‘‘psychopaths.’’ (8) Psycho- 
neurotic delinquents and criminals, ‘‘usually acting from com- 
pulsion ... but sometimes acting from anxiety tensions... . 
The psychoneurotic offender does not want to be criminal. 
Criminal breakthrough increases the neurotic’s anxiety but 
at the same time discharges his more basic tensions.’’ (9) 
Habitual delinquents and criminals derivirig from such patho- 
logic conditions as epilepsy, postencephalitis, brain injury, 
etc., who are often confused with persons falling in pattern 7; 
(10) Abnormal recidivists due to psychosis or mental defect. 

Recognizing that there is some overlap in this typology 
and that such a list might not apply as much in one country 
as another, Reckless asked whether the Congress should 
‘‘accept the principle of identifying and distinguishing the 
principal forms of recidivism according to function (meaning) 
of the behavior and dominant etiological factor as shown in 
the case-history of each recidivist. If not, should some other 
criteria for identifying forms of recidivism be used?’’ 

Finally, Reckless proposed ‘‘a central theme of study which 
gives perspective, meaning, and significance to all contribu- 
tions’’; namely, the assessment of the individual along a 
continuum of socially acceptable conduct, according to the 
extent of his ‘‘capacity or incapacity to play acceptable roles 
in life.’’ Thus ‘‘due to the components which have contributed 
to his socialization or asocialization ... an individual may be 
a saint upon earth, a very conventional person, a good citizen, 
a wayward person, a delinquent, a recidivist, or an uncon- 
trollable deviate. He might have expectancy to maintain his 
position on the continuum of socially acceptable behavior or 
he might have expectancy to improve or retrogress, accord- 
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ing to the interaction of the components of his personality 
with the demands of his immediate social environment.’’ 

The Conclusions unanimously adopted by the Congress 
divide recidivists into professional, sophisticated offenders 
and those whose repeated criminalism is essentially due to 
their social and psychologic maladaptation.** The Conclusions 
aver that criminology is as yet unable to give a ‘‘valid ex- 
planation’’ of the etiology of recidivism, limiting itself essen- 
tially to a symptomatic description. Nevertheless, such a 
typology has considerable importance for prevention and 
treatment. ‘‘The scientific study of recidivism must involve 
simultaneous research in different countries of the world with 
different groups of recidivists.’’** It is requested that the 
Scientific Commission of the International Society of Crimi- 
nology establish a subcommittee to ‘‘study the scientific and 
practical conditions under which criminological research can 
proceed with teams of competent workers, using uniform lists 
of data in the collection of case-history information,’’ in a 
way to permit of comparisons among the various countries 
and of ‘‘statistical graphing and analysis.’’ * 

Discussion.—It would require too much space to go into 
detailed consideration of the typologies presented by the two 
General Reporters. Suffice it to say that their scope is both 
wide and deep, and that the psycho-social patterns underlying 
the classifications ‘‘ring true.’’ They should serve as a source 
of fruitful hypotheses for the purposes of both treatment and 
research. Andersen’s belief that predictive factors useful in 
forecasting delinquency on the part of children will not work 
with adults is something that only the passage of time can 
determine. 

Conceived of as working hypotheses, Reckless’s tentative 
patternings of the major types of criminalism suggest promis- 
ing lines of research. Reliable case-histories can throw light 
on the extent to which the divergent paths of the various 
types of offender he describes have a common origin in the 
family matrix of the first few years of life and permit of 
tracing the intervening influences that operate in adolescence 
and later to incline the original, commonly maladjusted chil- 


44 Memorandum of Conclusions, op. cit., p. 2. 
45 Tbid. 3 
46 Tbid. 
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dren toward one or another of several adult antisocial pat- 
terns. In this way much of the basic research tending to show 
a crucial influence of parent-child relationships in the origins 
of antisocial maladjustment, might be reconciled with the 
basic researches emphasizing group, community, or class in- 
fluences and specialization in anti-social conduct.*® 

As to Reckless’s proposed ‘‘central theme of study”’ for all 
criminologists, the writer is less certain. He cannot see that 
the emphasis on ‘‘role playing’’ in assessing the individual 
along a continuum of socially acceptable conduct greatly ad- 
vances understanding of the phenomenon of antisocial be- 
havior. Does it not merely substitute words for words? If 
the objective behavior be in issue, how does it improve matters 
to speak of the subject’s ‘‘role’’ as father, parent, worker, 
worshiper, recreational companion? If the subjective atti- 
tude of the self toward the various activities involved in these 
objective behavioral outlets be in issue, how is the reference 
to ‘‘role playing’’ an improvement over ordinary clinical de- 
scription and interpretation? 

The Conclusions of Section II adopted by the Congress 
are valuable. However, in the writer’s opinion they over- 
emphasize the alleged absolute difference between ‘‘sympto- 
matic description’’ and ‘‘valid explanation.’’ Explanation is, 
after all, refined description; and if symptomatic patterns are 
important to understanding and efficiency in prevention and 
treatment of recidivism (as the Conclusions admit them to 
be), that is good enough even though ‘‘ultimate answers’? (if 
there be such) are not as yet forthcoming. The distinction 
between ‘‘mere empiricism’’ and ‘‘scientific explanation”’ 
which some social scientists love to emphasize to prove they 
are really ‘‘scientists’’ is not as profound as it appears. 

47 For example, Hartwell, S., Fifty-five ‘‘Bad Boys,’’ New York, Knopf, 1931; 
Glueck, 8. and E, T., One Thousand Juvenile Delinquents, Cambridge, Harvard 
University Press, 1934; Healy, W. and Bronner, A., New Light on Delinquency, 
New Haven, Yale University Press, 1936; Burt, C., The Young Delinquent, Lon- 
don, University of London Press, 1938; Bowlby, J., Forty-Four Thieves, London, 
Balliére, Tindall & Cox, 1947; Glueck, S. and E. T., Unraveling Juvenile Delin- 
quency, New York, Commonwealth Fund, 1950. 

48 Such as Thrasher, F. M., The Gang, Chicago, University of Chicago Press, 
1927, 1936; Shaw, C., Delinquency Areas, Chicago, University of Chicago Press, 
1929; Sutherland, E. H., Principles of Criminology, Chicago, Lippincott, 1955 
(fifth edition) ; Clinard, M., ‘‘Secondary Community Influences and Juvenile Delin- 
quency,’’ The Annals, January, 1949, pp. 42-54. 
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The establishment of a subcommittee to bring some stand- 
ardization into the gathering of case-history data should help 
to establish a comparative criminology. 


Vill 


In Section ITI, on the Causes of Recidivism, Professor P. A. 
H. Baan (Netherlands) was the General Reporter.*® Baan 
begins his report by asking whether recidivists are (a) those 
who have repeatedly fallen afoul of the law, or (b) those who, 
whether they fall ‘‘into the arms of the law or not,’’ repeat 
actions which render them liable to punishment, or (c) those 
who have ‘‘more than once offended against the general stand- 
ards on which a well-organized community is based.’’*® He 
points out that group (a), which is the one usually studied, 
represents but a very small fraction of humanity; that ‘‘95 
percent of all human beings have never come into contact with 
the law as the result of any crime,’’ an astonishing yet too 
little noticed fact; and that since ‘‘nearly everyone whose 
social life is governed by regulations and standards’’ (such 
as those in the Ten Commandments) ‘‘has a constant tendency 
to infringe these standards,’’ it is ‘‘unjust’’ to exclude them 
from the discussions of the Congress even though they remain 
out of the reach of the law and largely out of the scope of 
our knowledge. He raises the question whether there is a 
fundamental difference or only one of degree between the 
(a) recidivists and the (b) and (ce), especially the last. 

Baan claims that since ‘‘the essence of every ‘einmalige’ 
conduct or misconduct (t.e., performed once only), its under- 
lying normal or abnormal mental state, is still .. . only seldom 
considered and elucidated,’’ a prognosis or prediction on the 
material in the researches is impossible. 

Referring to a, six-year intensive psychiatric study of a 
thousand recidivists in The Netherlands, during which each 
was ‘‘very closely observed daily for a period of six weeks 

49 Although the program also lists Prof. J. J. Panakal (India) as a General 
Reporter, the writer has not received a copy of Panakal’s report, if it was sub- 
mitted. The Summary of General Reports does not include any digest of a paper 
by Panakal. 


50 Baan, P. A. H., Causes of Recidivism, General Report, Section III, Third 
International Congress of Criminology, London, 12th to 18th September, 1955. 





TWO INTERNATIONAL CRIMINOLOGIC CONGRESSES 611 


to two or three months, by a staff of male and female nurses, 
while psychiatrists, psychologists, a physician, and social 
workers were able to carry out their very precise examina- 
tions against the background of a carefully prepared anam- 
nesis ... and an accurate description of the hereditary and 
environmertal circumstances,’’ Baan says that the results 
thus far justify his taking a stand ‘‘against the too-crude stat- 
ing of superficial diagnoses and the all-too-easy assumption 
of the existence of endogeny, psychopathy, and other incurable 
conditions’? (a modern research position ‘‘steeped in the 
blackest pessimism’’) ; and he gives some illustrations, based 
on the proposition that ‘‘going back as far as birth, psycho- 
geny and sociogeny cannot be separated from any possible 
components of predisposition.’’ Thus, of 100 persons ad- 
mitted to his hospital as psychopathic ‘‘only 10 at most were 
psychopathic in a strict sense; 90 or more of those who were 
termed psychopaths owing to disturbances of conduct, turned 
out not to be so, though the disturbances in adaptation from 
which these delinquents suffered showed strong resemblance 
to the symptoms of the original conceptions of psychopathy.’’ 
He raises the question ‘‘whether it will ever be possible to 
separate endogeny on the one hand and psychogeny and socio- 
geny on the other. Further scientific research, which will be 
costly both in time and trouble, will shed more light on this 
question.’’** As with psychopaths so with mental defectives, 
insanis moralis, and ‘‘the fairy tale, the myth of the profes- 
sional criminal.’’ In all these, the nature-nurture puzzle 
prevails. 

Neglect (including pampering) ‘‘proved indeed to be an 
important factor’’ in the research; and a basic discovery is 
that the criminal records are not homogeneous, so that in a 
‘‘series of economic offenses one may find an aggressive or 
a sexual offense, or both, and when a criminal record does 
happen to be homogeneous, thorough psychiatric, psychologi- 
cal, and social investigation nevertheless indicates that there 
are also deep-lying disturbances in tle other spheres of the 
personality.’’*’ Dr. Baan’s striking descriptions of person- 


51 Causes, ete., op. cit., p. 6. 
52 Ibid., pp. 8-9. 
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ality and of the influence of childhood neglect on antisocial 
behavioral tendencies deserve quotation: 


‘In general one could say that for the optimal functioning of man in 
society, an integration and a fine regulation of a great variety of bio- 
logical, somatic, and psychical components are necessary . .. if the indi- 
vidual is to hold his own in the world in his int»ractions with other 
people, and to take part in it in a positive sense as well. Owing to the 
normal and adequate development of factors which at present we clumsily 
explain in concepts of intellect, feeling, intuition, instinct, emotionality, 
ete.,—though it is only through contact with others that these become 
facets of the entire personality of the individual in his interaction with 
the world—an infinitely fine combination of factors is created, a regula- 
tive system and organism, capable of realizing intangible concepts such 
as love of one’s neighbor, fidelity, responsibility, feeling of guilt, ete... . 
It may be... that the one who did wrong did not happen to possess 
such a highly integrated regulative mechanism that the development of 
responsibility and therefore of accountability was possible. And here 
. .. the factor of neglect comes into play. In the same way as organic 
neglect—lack of vitamins, albumen, carbohydrates, fats, calories, iron, 
nitrogen, and innumerable other constituents—can have the most serious 
and disastrous results for normal development, the shortage of constitu- 
ents indispensable for the normal development of the psychical person- 
ality, such as love, affection, warmth, cherishing, safety, etc., can have 
the most marked and disastrous results. In the same way as the body, 
the psychical personality can remain defective or can become distoried 
and acquire all kinds of other symptoms which make it impossible for 
him to accept responsibility like the average person, to love his neighbor, 
to be faithful, ete. All these things can be seen in an endless number of 
so-called normal beings, who never come into contact with the psychiatrist 
or the judge. They can be seen, however, most frequently in criminals 
in general, and in recidivists in particular. Is this disease, is this dis- 
turbance? I do not know.’’ 53 


Drawing on several contributory papers and on his own 
psychiatric experience, Dr. Baan also has wise things to say 
about the administration of criminal justice: 


‘(In prison, as well as during judicial proceedings, methods of treat- 
ment that are inadequate, inexpert, loveless, too severe or too mild, can 
create all sorts of possibilities, which the delinquent adopts to project 
his unassimilated feelings of guilt on others. An over-severe regime, the 
exclusion from the outer world, the senseless daily round, the bad treat- 
ment, insufficient, inadequate work and the abnormal situation of prison 
communities, all give insufficient opportunity for the feelings of guilt to 
ripen and to be assimilated, or for the offender to live through the crime 
committed, and to reach a catharsis. . . . Unsolved feelings of guilt tend 
on the one hand towards the repetition of forbidden actions within the 
framework of a guilt-punishment complex, on the other hand, to that 
crust formation that brings about a mask of sanity and turns tue delin- 





58 Ibid., p. 10. 
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quent into a quasi-hardened criminal. . . . The suitable punishment or 
treatment must satisfy two criteria. On the one hand it must take into 
account the very personal idiosyncratic nature of the rather exceptional 
individual who, presumably owing to his emotional disturbances, fails 
in his respect for the legal order. On the other hand, after satisfactory 
examination and diagnosis, it must above all things provide an oppor- 
tunity for the feelings of guilt of the delinquent to ripen and be dis- 
solved, and give him the chance to make up for his crimes by adequate 
adaptation to society. There he can make amends, whilst society also 
needs to make amends for so much to him.... If... we approach the 
offender from an unprejudiced, accepting attitude as a fellowman, our 
recognition of his individuality will not fail to draw out his indi- 
viduality, though perhaps only after much patience and repeated efforts. 
Our confidence will finally reveal, slowly but surely, the still unimpaired 
responsibility under the ruined personality, and make him susceptible to 
a therapeutic approach which ought to be applicable in prisons as well 
as in therapeutic institutions. No threats, no enmity, but an approach 
which accepts him as a fellow-creature, both during the judicial stage 
and during the execution of the punishment or treatment. In this pro- 
cedure, based on a sense of common humanity, the lawyer, psychiatrist, 
psychologist, sociologist, and social worker must be combined in a team, 
at a level where all of them have outgrown narrow professionalism, moved 
as they are by their compassion for their fellowman who has sinned 
against this legal order, which, too, is in need of their compassion.’’ 54 


Dr. Baan naturally regards it as ‘‘ unjust to make recidivism 
a reason for increasing the length of punishment.’’ He is 
convinced that recidivism will be materially reduced ‘‘if care- 
ful observation, accurate selection before relegation to dif- 
ferentiated prisons and institutions, and careful, very expert 
treatment by large staffs of psychiatrists, psychologists, soci- 
ologists, ministers of religion, social workers, together with 
good nursing and penitentiary personnel, are all linked closely 
with a well-thought-out and expert after-care.’’ ™ 

Research, says Dr. Baan, should not be limited to recidivists. 
‘Particularly juvenile and first offenders urgently need our 
attention and care, because they may, unfortunately, be poten- 
tial recidivists.’’ 

The lengthy Conclusions of Section III may be summarized 
in the following propositions: Recidivism ‘‘covers a variety 
of forms of conduct, and the individual cases ... grow out of 
a complicated interplay between hereditary, personal, and 
environmental factors in ever-changing constellations.’’ ™ 

54 Ibid., pp. 12-13. 


55 Tbid., pp. 13-14. 
86 Memorandum of Conclusions, op. cit., p. 3. 
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The concept of ‘‘cause’’ should be examined thoroughly, and 
it may prove helpful to use ‘‘the tools of modern analytic 
philosophy and semantics’’ in the process. Although the 
section sought to determine which traits of personality or 
social conditions distinguish the recidivist from both the first 
offender and the law-abiding citizen, it has been impossible 
to discuss the causes of recidivism apart from the causes of 
criminal conduct in general. The issue really is, ‘‘In what 
cases, and for what reasons, are the sanctions which society 
applies unable to counteract effectively the criminogenie fac- 
tors involved.’’*’ Although a ‘‘common thesis’’ among crimi- 
nologists has been that social factors play the dominant part 
in etiology of the casual offender while personality factors 
predominate among recidivists, this broad generalization is 
subject to numerous exceptions; evidently, mental disease and 
abnormal personality are more involved in grave and per- 
sistent recidivism than in casual offense; but there is little 
evidence that innate low-grade intelligence is important. Nor 
is the neurotic conscious or unconscious seeking out of punish- 
ment (associated with a pre-existing guilt feeling) frequently 
involved. There was an unresolved difference of opinion in 
the section as to whether professional criminals (e.g., pick- 
pockets, car thieves, etc.) are essentially the product of the 
deliberate choice of a professional criminal career involving 
high gain with little risk, ‘‘together with a certain lack of 
moral standards,’’ or (a view held by Professor Baan) they 
are rather the result of ‘‘emotional factors, such as hurt pride, 
disappointment, frustration, resentment, ete.,’’ nobody delib- 
erately choosing a criminal career ‘‘out of normal and rational 
considerations.’’ A multidisciplinary attack on the problem 
of recidivism is necessary, in which psychologists, psychia- 
trists, sociologists, social anthropologists, lawyers, police of- 
ficers, prison administrators, clergymen, and social workers 
need to cooperate. 

Discussion.—Dr. Baan’s thoughtful paper rightly warns 
against the intellectual blight of too hasty labeling and classi- 
fication of personality. Yet his typical attitude of the ‘‘indi- 
vidual case’’ clinician appears to the writer as itself rather 
stultifying. One can only commend the call for more inten- 


57 Ibid. 
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sive and penetrating study of the individual case; but if each 
case is to be regarded as absolutely unique it is difficult to see 
how a science of Man can ever be developed. The scientist 
seeks uniformities and differences in masses of cases; but be- 
fore he can use a thousand cases he must, like the clinician, be 
sure that each single case contains reliable and relevant data. 
Relevancy of course changes with the ever-deeper penetration 
of scientific exploration; but the pragmatic test of relevancy 
is manageability. If, for example, the predictive factors in 
a table in fact separate the sheep from the goats, then, crude 
as these factors may be, they serve a useful purpose, useful 
not merely for immediate administrative control but as a 
means of narrowing and defining areas for more intensive 
exploration. 

Dr. Baan’s views on penology are not only in the best 
humanitarian tradition but throw psychoanalytic light on 
the role of guilt feeling in the correctional and reformative 
yrocesses. ‘‘Treatment’’ does not necessarily exclude the 
therapeutic need of emotional suffering. It is not the absence 
of all pain that is called for in the correctional regime (if, 
indeed, it were possible to achieve that), but rather the proper 
guidance of unavoidable suffering to bring about its construc- 
tive contribution to self-understanding and to personality 
growth. While not ignoring the most frequently cited causes 
of recidivism, such as the robotizing influences of penal insti- 
tutions, the inadequate official aid to the ex-prisoner during 
the crucial early stages of his return to free life, and the 
unfriendly attitude of the public to the ‘‘jail bird,’’ Dr. Baan 
gives glimpses of the deeper influences. 

The Conclusions of Section III are certainly not earth- 
shaking. Typically, a feeling of inferiority on the part of crimi- 
nologists is evident in their shying away from the idea of 
‘*cause’’ and in the call for aid from philosophy and seman- 
tics. The section seems to have overlooked the probability 
that the best approach to ideas of etiology in criminologic 
problems is the experimental one which checks on results in 
terms of treatment given in the light of operational assump- 
tions that certain factors are causally implicated. In this 
connection, predictive instrumentalities are of value in nar- 
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rowing the field of intensive effort and in defining specific 
targets for correctional activity. 

That cooperation between representatives of numerous 
relevant disciplines is necessary in reducing recidivism is so 
obvious as to require no reiteration. 


XI 


It is fair to say that Section IV, on the Prognosis (and Pre- 
diction) of Recidivism, of which Dr. Israel Drapkin (Chile) 
and the writer were the two General Reporters, aroused 
the greatest interest at the Congress. The importance of pre- 
diction methods was,emphasized in the persuasive presidential 
address and closing remarks by Dr. Denis Carroll; Section I, 
which dealt with the Definitions of Recidivism and Their Sta- 
tistical Aspects, included in its findings unanimously adopted 
by the Congress the statement, ‘‘In particular prediction tech- 
niques were advocated as the best method in order to decide 
on the type of treatment which would suit the individual 
offender’’;°* the great interest in prediction devices called 
for extra sessions to discuss techniques. <A special issue of 
the British Journal of Delinquency *® was published; a book 
dealing with prediction was brought out © though not in time 
to be the subject of discussion. It is obvious that the rather 
cavalier treatment of prediction devices in the United Nations 
Congress at Geneva was not followed by the International 
Congress on Criminology in London. 

Dr. Drapkin™ left the discussion of prediction tables in 
prognosis to his fellow reporter and devoted himself to the 
clinical approach. Even with the clinical approach, he sug- 
gested accuracy in prognosis can be aided by a scheme em- 
ploying three sets of prognostic factors: (a) the life ex- 
perience of the offender, including hereditary, familial, and 
personal background and criminal record; (b) the offender’s 

58 Memorandum of Conclusions, op. cit., p. 1. 

59 Vol. VI, No. 2, September, 1955. 

60 Mannheim, H. and Wilkins, L. T., Prediction Methods in Relation to Borstal 
Training, London, H. M. Stationery Office, 1955. 

61 Drapkin, I., Pronostico del Recidivisimo, Informe General, Seccion IV, Tercer 
Congreso Internacional de Criminologia, Londres; 12-18 Septiembre 1955. The 
textual statement of Dr. Drapkin’s position is derived largely from the Swmmary 


of General Reports, op. cit., pp. 19-20, and from the writer’s recollection of Dr. 
Drapkin’s statements at the section meetings. 
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personality as determined by clinical examination, particu- 
larly morphological, physiological, and neuropsychiatric find- 
ings; (c) intra- and extra-institutional therapeutic possi- 
bilities and the personal and social conditions to which the 
ex-prisoner returns. Taking into account the perpetual 
fluctuations in the two basic sets of variables—the individual 
and the milieu—Dr. Drapkin discussed the limitations of 
prognosis and emphasized the ‘‘unique experience’’ that is 
produced by the interaction of person and environment. 
Only through teamwork can the most difficult task of erimi- 
nology—prognosis—be accomplished. He would not rule out 
prediction tables as one of the techniques to be employed, 
recognizing that they are statistical refinements of a process 
that the experienced clinician goes through more impression- 
istically in prognosticating on the individual case. 
Exceptionally fine papers * were submitted to the writer 
for his general report on the Prognosis of Recidivism.” The 
General Reporter discussed the subject under the topics of 
the Nature and Extent of Recidivism, ‘‘ Prognosis’’ and ‘‘ Pre- 


diction,’? The Uses of Predictive Tables, Objections to the 
Use of Predictive Tables as Instruments of Prognosis, Im- 
provement of Predictive Devices and Resolutions on prognosis 
of recidivism to be presented to the Congress. 

The first topic needs no discussion, since it formed the 
subject-matter of other sections. As to the second, the writer 


62 In alphabetical order, the individual reports were submitted by the following 
contributors: Dr. Eleanor T. Glueck, research associate, Harvard Law School, 
Cambridge, Mass. (U.S.A.); Dr. Auguste Ley, honorary professor of psychiatry 
at the University of Brussels (Belgium); Dr. Elio D. Monachesi, professor of 
sociology, University of Minnesota, Minneapolis, Minn. (U.S.A.); Dr. Lloyd E. 
Ohlin, director, Center for Education and Research in Corrections, University of 
Chicago, Chicago, Ill. (U.S.A.); Mr. W. H. Overbeek, avocat-général pras de la 
Cour d’Appel & Amsterdam (Netherlands); M. Jean Pinatel, secretary-general, 
International Society‘of Criminology, Paris (France) ; Dr. Peter Scott, physician, 
Maudsley Hospital, and psychiatrist, London Remand Home, London (England) ; 
Dr. R. 8. Taylor, senior psychologist, H. M. Prison, Wandsworth (England) ; 
Dr. Estaban Valdes-Castillo y Moreira, professor of legal medicine, University of 
Havana (Cuba) and Dr. Eduardo Valdes Santo Tomas, president of the Council 
for the Direction of the Prison of Havana and professor of the National Peni- 
tentiary School (Cuba); Prof. J. M. Van Bemmelen, Leiden (Netherlands) ; 
Mr. L, P. Wilkins, London (England). 

63 Glueck, S., Prognosis of Recidivism, General Report, Section IV, Third Inter- 
national Congress of Criminology, London, 12th to 18th September, 1955. 
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pointed out that while prediction has come to denote the use 
of tables or charts in which the recidivism or non-recidivism 
of a large sample of offenders has been systematically corre- 
lated with the presence or absence of certain traits and 
factors in the makeup and background of those who have 
behaved satisfactorily as compared with those who have not, 
prognosis refers to the more impressionistic approach to the 
individual case by the clinician. Nevertheless, the two con- 
cepts have in common the fact that the clinician, too, relies 
on his past experience with numerous other cases in prog- 
nosticating on the case before him and the fact that both 
require a check-up, or validation, to see if their forecasts have 
been borne out by subsequent events. The European and 
Latin American contributors to the symposium on Prognosis 
of Recidivism tended to deal with prognosis in the clinical 
sense; the American, with prediction, involving the use of 
tables which summarize and objectify experience with hun- 
dreds of past cases. 

Under the topic, the Uses of Prediction Tables, the General 
Reporter described the two basic methods employed in Amer- 
ica—that of Burgess and that of the Gluecks—and adverted 
to various modifications. He then discussed the value of pre- 
dictive devices (a) in forecasting recidivism, (b) in determin- 
ing, at the outset, which children will probably become delin- 
quent unless timely intervention diverts the predicted course, 
and (c) in suggesting fruitful lines of research into the causes 
of recidivism. 

He answered (to the satisfaction, he believes, of most par- 
ticipants in Section IV) the main objections to the use of 
prediction tables: (a) that they assume a deterministic, even 
fatalistic, sequence of cause and effect in human affairs and 
leave no room for ‘‘free will’’; (b) that they allegedly fail 
to take account of changing personal and social conditions 
because built on the assumption that the traits and back- ' 
ground factors as they entered into the table originally will 
remain constant; (c) that they employ only a small fraction 
of the numerous and complex influences involved in human 
conduct and do so as separate items rather than by way of a 
unitary dynamic syndrome; (d) that they cannot truly ‘‘indi- 
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vidualize,’’ since they deal with a person as a statistical 
type. 

Under the topic of Improvement of Predictive Devices, the 
General Reporter discussed (a) improvement of the raw ma- 
terials entering into predictive tables and of check-ups on the 
relationship of the predictive factors to outcomes; (b) im- 
provement of statisiical techniques; and (c) validation of 
experience tables. 

(a) The General Reporter pointed out that many of the 
contributors to the symposium emphasized the need of build- 
ing prediction devices on sound raw materials. ‘‘ All the neat 
tables and sophisticated mathematical statistics in the world 
cannot transform unverified raw data regarding temperament, 
character, and sociocultural conditions into trustworthy in- 
formation. This applies also to the reliability of the check-up 
‘on recidivism.’’® In the experience of the writer and his 
co-worker, Dr. Eleanor T. Glueck, official records are com- 
monly not sufficiently comprehensive and reliable to be the 
basis of predictive techniques. 

(b) After pointing out that control groups are necessary, 
the General Reporter adverted to the sophisticated mathemati- 
cal techniques which in recent years have characterized work 
in the prediction field (especially the work of Ohlin and Wil- 
kins), in respect to such problems as the relative accuracy of 
different syndromes of factors as indices of the total set of 
forces affecting behavior on parole; degree of ‘‘predictive 
efficiency’’ (7.e., the extent to which a predictive device im- 
proves forecasts over choices based simply on knowledge of 
an over-all actual rate of recidivism); improvement of the 
prognoses of the behavior of the ‘‘unpredictable’’ (7.e., cases 
with an equal chance of success or failure under the factors 
first used) ; maintenance of ‘‘predictive stability’’ of tables 
when they are applied at successive periods; ‘‘overlap’’ of 
factors; and guidance of the selection of predictive factors in 
accordance with some preéxisting theory of criminal causa- 
tion or recidivism. The Reporter expressed the view that 
while all these mathematical refinements are not to be discour- 
aged and are indeed indications that prediction technique is 


64 For the answers to these criticisms, see Glueck, S., op. cit., pp. 16-17. 
65 Ibid., p. 19. 
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entering the hallowed halls of Science, they are not as impor- 
tant as is the basic work and may not be necessary in con- 
structing a useful prediction device. ‘‘In this matter what 
will determine the issue is not so much mathematical theoriz- 
ing as the pragmatic test expressed in the proverb that ‘the 
proof of the pudding is in the eating.’ ’’ © 

(c) Validation of ‘‘experience tables’? was emphasized as 
the last step in determining their usefulness and reliability. 
Several validations of the Glueck Social Prediction table were 
mentioned. 

Unlike the other General Reports, the one by the writer 
ended with certain Resolutions to be presented to the Con- 
gress. After lively discussion, the section adopted these Reso- 
lutions, with minor modifications ; and upon their presentation 
to the Congress at the plenary session, they were adopted by 
a vote of 260 to 10: 


‘*1, That fundamental attention should be paid by legislators, judges, 
correctional officials, clinicians, and researchers in criminology to the 
problem of recidivism as a major issue in the prevention of crime and 
the treatment of offenders. In order to achieve these purposes it is recom- 
mended that adequate prognostic services should be established in the 
various countries. 

2. That the prognosis of recidivism can be improved, among other 
methods, with the aid of prediction tables based on a demonstrated high 
relationship between certain personality, character, biological, and socio- - 
cultural factors on the one hand, and varieties of conduct on the other. 

3. That the use of systematic methods of prognosis, including vali- 
dated predictive devices, should be encouraged; provided that such 
methods are not applied automatically, but used as instruments in the 
hands of teams composed of professional skilled workers serving agencies 
charged with the administration of justice involving juvenile and adult 
offenders. 

4, That, because of the close relationship between recidivism and early 
delinquency (Friihkriminalitat), it is advisable to encourage the develop- 
ment and use of prognostic devices, including predictive tables, in the 
prediction of early delinquency. 

5. That the utmost care needs to be taken in the definition, assembling, 
and verification of the factors which form the basic data on which prog- 
nostic methods, including prediction tables, are built, and in checking up 
on the actual extent of recidivism as related to such factors. 

6. That an indispensable aspect of any improved prognostic technique 
is the validation of the predictive methods on samples of cases other than 
those on which they were developed, in order to transform them as far as 
possible into effective instruments for prognosis.’’ 67 


66 Tbid., p. 22. 
67 Memorandum of Conclusions, op. cit., pp. 5-6. 
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Discussion.—While, at the opening of the section meetings, 
it appeared that the views of Dr. Drapkin and the other Gen- 
eral Reporter (the writer) were at opposite extremes, frank 
discussion, in which many participated, disclosed that Drapkin 
was not opposed to the employment of predictive devices pro- 
vided they were soundly constructed, not used by amateurs, 
and employed not exclusively but as adjuncts to clinical and 
judicial practices. Such prerequisites were envisioned by the 
. writer in his General Report. 

All the General Reports and most of the individual reports 
were of high calibre; and it is doubtful whether the topic of 
recidivism has previously received such a thoroughgoing ex- 
amination from various points of view. But the idea that 
there are methods of predicting recidivism which hold high 
promise seemed most to intrigue the members of the Congress. 
And well it might; for the approach to criminologic and peno- 
logic problems through the avenue of the prediction table has 
value not merely as an aid to improved administration of jus- 
tice but also as a rational means of narrowing the field of 
inquiry in analysis of causation and in the structuring of case- 
histories. Some device is necessary to render criminologic 
research more pointed, less sprawling, less intoxicated by the 
heady wine of some single ‘‘theory’’ which, instead of guiding 
research, may bias and blind it; and the writer is convinced 
that the most direct road to these desiderata is the prediction 
table, which checks systematically on the results of organized 
and objectified experience and focuses attention on the oper- 


ationally relevant. 
XII 


Mr. Charles Germain (France) and Dr. George K. Stiirup 
(Denmark) were the reporters in Section V, on the T'reatment 
of Recidivism. After considering the legislative and adminis- 
trative problems involved, Mr. Germain ** underscores the 
proposition previously emphasized in several sections that 
the control of recidivism, like the prevention of original mis- 
conduct, entails the utilization of exact knowledge of causes. 
Yet, he claims, even the best researches have thus far not pro- 
duced a formula to express, with scientific rigor, the combina- 


67* Germain, C., Le Traitement du Récidivisme, Rapport Général, Section V, 
Troisiéme Congrés International de Criminologie, Londres, 12-18 Septembre 1955. 
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tion of elements which bring about the criminalistic reaction, 
since many factors found in the careers of delinquents exist 
also in those of the law-abiding. 

Like other Reporters, Mr. Germain points out that the aims 
and methods for preventing recidivism do not differ essen- 
tially from those applicable to control of first offenders, since, 
apart from chance delinquents who are not likely to recidivate 
anyhow, the factors leading to recidivism are in large measure 
the ones involved in the original delinquency. Nevertheless, 
a basic cause of recidivism is the ineffectiveness of treatment, 
either at the origin of delinquency or during the first peno- 
correctional efforts. Germain deplores the sharp differentia- 
tion between the treatment of juvenile delinquents and the 
treatment of adult offenders, since there is a continuity in the 
evolution of criminal tendency in a person. Inadequate em- 
ployment of probation, and especially improper execution of 
the first sentence of imprisonment, far from failing to counter- 
act a criminalistic tendency, may even enhance it. Imprison- 
ment should be avoided where other measures are more prom- 
ising. The giving of short-term sentences should be limited. 
Longer sentences should be designed, on the one hand, to omit 
useless rigors (which can only aggravate an antisocial senti- 
ment on the part of the prisoner) as well as influences which 
lead to social maladaptation and render rehabilitation more 
difficult, and, on the other hand, to provide reeducative influ- 
ences adapted to the needs of the individual and planned to 
' bring about his progressive readaptation to society. It is also 
indispensable to provide post-penal assistance and gradually 
to restore the ex-prisoner’s civil rights. In the case of habitual 
offenders, a period of relatively indeterminate duration is re- 
quired, to be applied by judicial authority after a thorough 
criminologic study which should continue both during incar- 
ceration and thereafter. 

Dr. Stiirup ® reserves the term ‘‘professional treatment’’ 
for that of a specialized character ‘‘with stronger emphasis 
in some cases on psychological structure; in other cases on 
the more directly educational procedure.’’ But for all cases 
an ‘‘emotional contact’’ with one or more persons is basic, 


68 Stiirup, G. K., Treatment of Recidivism, General Report, Section V, Third 
International Congress of Criminology, London, 12th to 18th September, 1955. 
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‘in order to normalize the recidivist’s group membership 
and in order to give him a true picture of his status in rela- 
tion to the norms of the society.’’ 

Preliminary evaluation of the total situation is needed as 
a basis of diagnosis, which must be kept fluid. Both analysis 
and synthesis of personal and background data involve, ad- 
mittedly, ‘‘a more or less intuitive’’ act. Since factors are not 
stable, the therapist must be elastic, ‘‘and not once but over 
and over again must attempt to place the criminal in situa- 
tions affording possibilities for better adjustment and giving 
better opportunities for avoidance of later maladjustments.”’ 

‘*Planned treatment’’ should realistically take into account 
the fact that the measures adopted must usually be carried 
out not only by the professionals but also by the security and 
workshop staffs, and that some members of these groups have 
no full view of the consequences of their actions and may even 
vent their aggressions on inmates with intent to destroy re- 
habilitative efforts. Stiirup points out that ‘‘a therapeutic 
climate may in itself act as a general strengthening of per- 
sonal resources and thus be an important aid in the healing 
power of nature’’ in reducing the ill consequences of personal 
conflicts, including aggressiveness. 

Discussing environmental maladjustments, Stiirup makes a 
telling distinction between the sociologist’s general environ- 
mental influences, which are only potentials to certain indi- 
viduals, and the actual environmental experiences. 

‘¢Tt is a fact that a man is rewarded and punished by the sort of reputa- 
tion he has, and especially by the reputation he thinks he has. This means 
that serving a sentence—forcing upon the man a ‘bad reputation’—can 
mean a greater risk for new crimes as well as greater risk for detection. 

We may add that the psychology of learning reveals that punishment is 
no effective remedy for unlearning a type of behavior. On the other 
hand, we see the opposite effect of the reputation as it is experienced 
by the criminal himself when after some years it is proved to him that 
it was possible to come through several of the difficulties that in earlier 
life were followed by criminal reactions. After such a period, he feels 


relieved of a very heavy burden, and it is much easier for him to continue 
a life as a normal citizen.’’ 69 


On the problem of classification, Stiirup warns against the 
possible ill effects of too homogeneous a grouping of prisoners 
(e.g., as ‘‘untreatables,’’ which may result in ‘‘identification 


69 Ibid., p. 5. 
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with the other ‘hopeless’ and stimulate the devaluation of the 
personality and outward aggressiveness’’). To minimize the 
risk of antisocial contamination, groups should be small 
enough to permit the officer in charge to maintain personal 
contact with each inmate, thereby counteracting ‘‘unsuitable 
group-building.’’ Before parole, prisoners should be per- 
mitted to work or to attend an apprentice school outside the 
institution, returning at night. ‘‘It helps the prisoner to 
obtain a feeling of security to know that he really is able to 
manage normal work, together with free people, and helps to 
prepare free people to see that ‘prisoners are also people.’ ’’ 

The psychiatrist is indispensable to the treatment task, but 
he must work with a team. For the more seriously malad- 
justed, a more psychiatrically oriented treatment is necessary, 
the same staff operating both during the offender’s institu- 
tional stay and during parole. Collaboration with the pris- 
oner’s family in the treatment program is of the utmost 
necessity. Stiirup emphasizes the prime importance of means 
to counteract the ex-prisoner’s ‘‘emotional loneliness’’ on 
parole and to contrive ways of giving the satisfaction that 
comes from ‘‘belonging.’’ To prepare the prisoner to meet 
the economic, social, and personal problems facing him on re- 
lease, he recommends ‘‘group-work of a more advisory char- 
acter, directed by a senior staff-member in collaboration with 
the social worker who is going to take charge in the parole 
period.”’ 

Diagnosis, Dr. Stiirup pointed out, should provide a plan 
of action, taking into account not only the individual’s endow- 
ment, needs, and wants but ‘‘what part of these things that 
are going to be of importance to behavior can be expected in 
a given environment.’’ 

In a valuable analysis of the general and special problems 
of treatment, Stiirup emphasizes that: 

‘*The initial examination should define the possible therapeutic situa- 
tion. Does the new inmate already realize a need for another solution to 
his problems? Has he an obvious satisfaction through his criminal deeds 
(special sexual needs, special forms of aggression, etc.)? Will he be 
willing to accept difficulties during the period of treatment? What is 


needed in order to make him accept such troubles? How can his own 
collaboration be secured??? 70 





70 Tbid., p. 8. 
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Stiirup points out that the prisoner conceives even the exami- 
nation by professionals as directed against him, since it is 
part of the prison regime; and he speaks penetratingly of the 
psychology of treatment: 

‘*When in spite of this a positive rapport is established, and the 
employee is identified with a friendly person, it will help to give the 
inmate a matter-of-fact attitude toward authorities. He will see that 
some authorities are able to smile, to understand a joke, and perhaps 
what is most important, be able to accept the possibility of making 
mistakes themselves. The process then taking place can in many cases 
be described as some sort of neurotization. Insecurity and sometimes a 
conscious anxiety can be found behind the expressed need for help. 
When a transference is established, it is important to carry it over to 
someone else. At the time of parole, such transference should include 
the social worker in charge of the case.... 

‘*The value of the treatment for the individual himself should be 
especially considered. The neurotic may eventually feel relieved, the 
criminal will often, when treatment succeeds, be more neurotic than 
before and consequently more insecure. Sometimes after parole, he says 
that he does not like the new way of life, and it will often take a long 
time for him to be able to obtain personal gains out of this change. If 
the outward aggression is changed to an inward aggression, perhaps 
with suicidal problems, the personal value of such a result may be diffi- 
cult to accept. If without this change, the public danger had been great, 
it may still, from a social point of view, be wanted. In such cases, the 
prisoner himself may think this new state better than the former with 
its risk of new crimes, new despair, and new imprisonment.’’ 71 


The therapeutic process should help the prisoner to render 
more realistic the level of his aspirations; he must be aided to 
obtain self-knowledge and a better ‘‘emotional balance.’’ 

As to ordinary medical treatment, Stiirup makes, among 
other interesting suggestions, the observation that ‘‘some of 
the more explosive prisoners may, through periodic hormonal 
treatment, be helped to endure forced celibacy. When care- 
fully controlled, this treatment seems a very safe procedure 
and can give such a prisoner sufficient self-reliance so that he 
can more easily accept his special problems.’’ Stiirup is 
also in favor of castration in cases ‘‘where indicated,’’ and 
‘‘after intensive psychiatric preparation, and together with 
ordinary rehabilitative efforts.’’ He believes it gives a ‘‘man 
a fair possibility to resist abnormal impulses which he, be- 
fore the operation, could not resist.’ He recommends fol- 
low-up clinics to aid ex-prisoners in need of psychiatric or 
general medical advice. 


11 Ibid., pp. 8-9, 13-14. 
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He suggests that prediction tables could be an aid in the 
development of the individual treatment program. ‘‘At the 
time for parole and the time for final discharge, new tables 
could help to demonstrate the alterations obtained.’’ 

The Conclusions of Section V may be summarized as fol- 
lows: The subjects of prevention, legal aspects and penal 
aspects were discussed.” As to prevention, recidivism has 
many causes. Social conditions should be improved, par- 
ticularly the ‘‘less glamorization of the criminal in the press.’’ 
As to legal aspects, such devices as the indeterminate sentence 
or measures of security are ‘‘essential on a sufficient basis of 
law to insure adequate treatment of the recidivist.’’** Me- 
chanical increase of length or severity of sentence upon recidi- 
vists is not recommended; the judge’s choice in sentencing 
should not be too limited. As to treatment, while work, voca- 
tional training, and general education are useful, they are 
not sufficient and should be viewed as only part of a ‘‘general 
plan directed towards the reclamation of the individual’’ to be 
achieved through greater staff collaboration. Gaps in knowl- 
edge of treatment are (a) absence of long-term study of the 
offender, for the remedy of which it was proposed that ‘‘an 
international group should be formed to exchange case-his- 
tories,’’ and (b) the need to create ‘‘suitable classifications in 
view of the nature of institutional treatment.”’ 

As to the role of professional treatment, (a) it is more 
necessary for treatment purposes to know ‘‘the prisoner’s 
personality pattern, his estimation of himself, his educational 
background and social possibilities and type of criminal be- 
havior, than his formal conviction’’; ™ (b) all members of the 
treatment team, including custodial officers, must be trained 
to understand the general plan of treatment and the im- 
portance of accurate, detailed observation; (c) for continuity 
of treatment, the prison staff must have a clear idea of the 
conditions under which the offender will live and the after- 
care officer should be part of the team; (d) to counteract the 
prisoner’s feeling of loneliness and sense that nobody re- 
spects him as a human being, the offender should be included 
‘in groups with professional and security staff,’’ after care- 

72 Memorandum of Conclusions, p. 6. 


73 Ibid. 
14 Ibid., p. 7. 
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ful preparation for such treatment; (e) the section discussed 
‘‘the value and application of specialized medical and surgi- 
cal methods of treatment, in particular lobotomy, castration 
and, especially for paranoids, the use of new drugs.’’ 

Discussion—Germain’s recommendations on treatment are 
in line with an increasingly widespread recognition that so- 
ciety is only cutting off its nose to spite its face by using 
imprisonment to vent its anger on an offending member; and 
that the wise policy, from the point of view of the soundest 
social protection, is to employ its institutions as human repair 
stations, where personality and character damage can be 
determined and remedied if possible. 

Germain’s familiar argument that little is known about 
causation of delinquency because many factors found among 
delinquents are also found among non-delinquents is a theme 
which, as some of the prior comments have suggested, has 
recently been greatly overplayed. There are likewise nu- 
merous factors among seriously ill persons that are also found 
among the well; yet it is possible to make a successful diag- 
nosis and prognosis of many illnesses even with imperfect 
knowledge. There has been altogether too much seemingly 
profound but essentially superficial writing on the theme 
(derived from the physical sciences) that one must never 
use the term ‘‘cause,’’ but only such evasive terms as ‘‘asso- 
ciated factor”’ or ‘‘decision theory.’’ But the issue is a prag- 
matic, not a semantic, one. Where a considerable number of 
factors that make sense from the point of view of common 
and clinical experience are found to characterize delinquents 
far more than non-delinquents (the difference not being due 
to chance), it is highly probable that what is involved is a 
causal connection between such factors and misconduct (or 
recidivism) rather than an accidental coincidence between 
them; that, in other words, the delinquency (or recidivism) 
not only follows the traits and conditions that precede it but 
follows from them. That such a conception of causation is 
sound from a practical point of view is provable by (a) the 
fact that the concatenation of differentiative traits and factors 

75 Ibid. See, for example, ‘‘Sub-Coma Therapy in the Treatment of Homo- 
sexual Panic States,’’ by R. H. Diverstein and B. G. Glueck, Jr., and Brom- 


berg, W., ‘‘Sex Deviation and Therapy,’’ Journal of Social Therapy, Vol. I, No. 
4 (Oct., 1955), pp. 182-186, 203-210. 





628 MENTAL HYGIENE 


yields high predictive power when applied to a variety of 
samples of cases; and (b) that when such patterns of differen- 
tiative traits and factors are eliminated from a situation, 
delinquency (or recidivism) usually does not result. The fact 
that someday variations in people’s behavior may be explain- 
able in the more ultimate terms of differences in, say, endo- 
crine gland function, or of microscopic physico-chemical re- 
actions does not in the meantime prevent effective action on 
the basis of the existing cruder assessments of reality, any 
more than the recent development of nuclear science prevented 
effective coping with many problems of nature through em- 
ployment of pre-nuclear chemistry and physics.” In the 
meantime, it can serve no useful purpose for workers in 
criminology and penology to keep wringing their hands about 
the inadequacies of the etiologic researches thus far produced. 
Medicine made therapeutic strides in several fields long before 
the specific causal agents in certain diseases were discovered.” 
It behooves us to work with the findings we possess until fur- 
ther development of the biosocial disciplines can produce 
better ones. 

The importance of Dr. Stiirup’s contribution lies in his 
penetrating definition of the role of therapy in both institu- 
tional and post-institutional settings. The prison psychiatrist 
is shown to be much more than an affixer of labels, such as 
‘‘not insane,’’ ‘‘psychopathic personality,’’ etc. Unless the 
psychiatrist is ready and willing to undertake various forms 
of therapy he serves no really useful purpose in the correc- 
tional institution but only creates an exaggerated impression 
of the impotency of his profession in coping with complex 
problems of personality, character, and conduct. Dr. Stiirup’s 
report is also valuable in stressing the need of a mental 
hygiene point of view on the part of all who deal with the 
prisoner; not merely the psychiatrist and social worker but 
also the guards, shop foremen, and others. Finally, he is on 
solid ground also when he conceives of the therapeutic process 
as involving thorough diagnosis and re-assessments, on the 
one hand, and an extension of the supportive and interpretive 

76 For = commonsense analysis of causation in criminology, see Glueck, S. and 


E. T., Delinquents in the Making, New York, Harper and Bros., 1952, pp. 164-171. 
77 See Glueck, 8. and E. T. (editors), Preventing Crime, New York, McGraw- 


Hill Book Co., 1936, p. 4. 
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assistance to the ex-prisoner in the community, on the other. 
It is probable, however, that most American criminologists 
would not accede to his views regarding the desirability of 
castration. 

The Conclusions of Section V are not new or startling. It 
is good that they emphasize the need of recognizing that the 
entire staff—custodial as well as professional—are involved 
in both the institutional and post-institutional therapeutic 
process; and that they all need training in analyzing treat- 
ment plans and making, as it were, proper ‘‘bedside notes.”’ 
That more attention should be paid to therapy in a truly 
fundamental sense is a conclusion that deserves more atten- 
tion in the observance than in the breach. The use of psychi- 
atrically indicated drugs, if not the more drastic surgical 
methods of lobotomy and castration, is something that, under 
proper guidance, might perhaps improve the life and labor of 
prisoners. As to gaps in knowledge, that there is need for 
the long-term study of offenders cannot be denied; but reli- 
able American follow-up studies have already taught us 
much about the operation of Father Time and Mother Nature 
in the correctional process and about the great promise of 
prediction methods in both the sentencing and paroling 
procedures.”* 


The foregoing panorama of ideas, suggestions, and recom- 
mendations presented at the two Congresses, long as it is, 
is of course not as comprehensive as it might be; and because 
its construction involves the subjective process of selection 
of a sample of data from each of the numerous reports and 
other dotuments involved, it is unavoidably tainted with cer- 
tain biases. Conceding these blemishes, the foregoing pages 


78 See Glueck, S. and E. T. 500 Criminal Careers, 1930, New York, Knopf, 1930; 
One Thousand Juvenile Delinquents, Cambridge, Harvard University Press, 1934; 
Five Hundred Delinquent Women, New York, Knopf, 1934; Preventing Crime 
(editors), New York, McGraw-Hill Book Co., 1936; Later Criminal Careers, New 
York, Commonwealth Fund, 1937; Juvenile Delinquents Grown Up, New York, 
Commonwealth Fund, 1940; Criminal Careers in Retrospect, New York, Com- 
monwealth Fund, 1943; After-Conduct of Discharged Offenders, New York and 
London, Macmillan Co., 1945; Unraveling Juvenile Delinquency, New York, 
Commonwealth Fund, 1950; Delinquents in the Making, New York, Harper and 
Bros., 1952; Physique and Delinquency, New York, Harper and Bros., 1956. 
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nevertheless show a lively awareness on the part of scholars, 
researchers, and administrators of the most complex issues 
involved in coping effectively with crime and recidivism. The 
views expressed by the various contributors afford food for 
thought to correctional workers in both the more simply 
organized societies and in those most thoroughly entangled 
in industrial, economic, and cultural complexity. 

There emerges from it all a feeling that the free world is 
moving away from the old reliance on force and repression 
and pain infliction as ‘‘cures’’ for crime to an attitude com- 
pounded of humanitarianism and a reliance on scientific 
method. It is being recognized far and wide that to prevent 
children from failures of adaptation that lead to delinquency, 
to prevent juvenile delinquents from becoming adult offenders, 
to prevent adult criminals from becoming chronic recidivists 
will take more than the ancient incantations of legal formulas 
and the muitiplication of ever harsher punishments and more 
maximal ‘‘maximum security’’ fortresses. It will take pa- 
tience, understanding, and dedication—commodities all too 
scarce in the management of human affairs. In the meantime, 


the friendly exchange of ideas by representatives of many 
nations is all to the good. 





COMMENTS ON “A PROGRAM IN 
SCHOOL PSYCHOLOGY” 


T is unfortunate that in his excellent formulation of a school 

psychology program recently, Paul Frisch’ ignored one 

of the most vital and productive contributions the psychologist 
can offer. 

Dr. Frisch recognizes that prevention of emotional disturb- 
ance is ‘‘the most important function of the school psycholo- 
gist.’’ He then suggests, for the psychologist, a program of 
‘‘activity in curriculum development”’ and various educational 
activities with teachers and parents, based on such factors as 
‘*his awareness of the emotional impact of various kinds of 
learning experience on individual pupils.’’ Frequently, how- 
ever, we as psychologists do not know the answers to questions 
in this area. Knowledge gained from study of the abnormal 
cannot always be applied directly to the classroom. 

The well-trained psychologist possesses, among his many 
skills, an excellent orientation in research methodology, which 
should be utilized in the school setting to help us learn more 
about educational process and its relationship to mental health. 
Any meaningful approach to prevention must center around 
a research program devised to answer the problems peculiar 
to a particular community as well as theoretical problems of 
a more general nature. This long-range program may be 
utilized simultaneously, in a more immediate sense, as an ad- 
junct to in-service education, parent education, interdepart- 
mental and interdisciplinary communication, and administra- 
tive consultation. 

One final carping comment: This writer believes that, in 
presenting a specifically annotated hourly program for the 
psychologist’s work day, Dr. Frisch has done disservice to 
a young and growing profession. Functioning in a truly pro- 
fessional capacity requires tremendous flexibility not only © 
from school to school, but even from day to day in the same 
school. No ‘‘sample plan’’ can truly ‘‘illustrate the balance 

1 Frisch, Paul. ‘‘A Program in School Psychology,’’ MENTAL HYGIENE, Vol. 40, 


No. 2, April 1956, pp. 258-266. 
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of activities of the school psychologist’’ and there is always 
the danger that a schedule presented by one as a sample will 
be perceived by others as a prototype. 

Gitpert M. TracHTMan 


School Psychologist 
Long Beach City School District 


a * * * * 


Mr. Trachtman’s suggestion that I should have avoided pre- 
senting a ‘‘sample plan’’ in fear of its being swallowed whole 
by school administrators is an evasive solution to an important 
problem, namely administrative responsibility for the nature 
and conduct of the school psychology program. If, however, 
a psychologist’s functioning is inhibited simply by exposing 
administrative officers to a specific plan then this demand for 
blind conformity is an issue far more important than how the 
psychologist spends his time. I would doubt if our ‘‘young 
and growing’’ profession can solve this problem by side- 
stepping a description of a specific course of action. 

Pau Friscu, Px.D. 





BOOK REVIEWS 


GeriaTric Nursinc. By Kathleen Newton, R.N., M.S. 2nd edition. 
St. Louis, C. V. Mosby Co., 1954. 424 p. 


As in its first edition this book is divided into three sec- 
tions, the first giving a general background and indicating the need 
for the nurse to have an awareness that the aged are no different 
from any age group except that ‘‘they have lived more years,’’ and 
that many of the younger group will live to suffer similar disabilities. 
The necessity for the nurse to be aware that with proper care many 
of the disabilities of the aged can be minimized, that assistance and 
support can be given to members of the family which will enable them 
to retain the aged in their homes or in the community, and that there 
are facilities available in the community which can be used when re- 
quired (¢.g., health visitors, occupational therapists, etc.). Attention 
is directed to the importance of working towards the rehabilitation 
of the patient from the time a diseased condition is discovered; it 
is this approach which is of a practical and understanding nature 
which could do much to develop the right attitude in the nurse to- 
wards the special problems of the aged. 

The basic needs of the aged are described in the chapters on ‘‘basic 
socio-psychologic needs,’’ ‘‘employment and economic security,’’ 
‘*housing in health and during illness’’ as ‘‘the need for somewhere to 
live, something to do, someone to care.’’ These are clearly under- 
stood as they are fundamental needs at all ages and imply the 
common need for recognition as a unique personality. 

Problems which have developed as a result of rapid industrializa- 
tion, technological change, and changes in our social structure are 
clearly stated and should give the nurse caring for the aged an 
intelligent understanding of the factors which to some extent contrib- 
ute to the illnesses found and compliceste recovery and rehabilitation, 
and should stimulate interest in the general problem which is 
assuming greater importance as the proportion of aged in a com- 
munity increases. 

Part 2 of the book deals with non-specific subjects under ‘‘ general 
hygiene’’ and ‘‘nutrition’’ and contains much information which is 
notable for its practicability and sound common sense (e.g., advice 
regarding lighting, planning of bathrooms, use of ramps and rails). 
It is subject matter such as this which is found throughout the book, 
which makes it one to be recommended not only to nurses but to 
those responsible for the administration of homes and institutions 
for the aged. 

633 
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Part 3 deals with the clinical nursing of conditions most common to 
the aged; in this section, as in the whole book, not only the physical 
but the emotional needs of the patient are considered. 

This is a good book on geriatric nursing but it is, as well, an 
outstanding addition to nursing literature because it deals with the 
whole person, with his mental and physical needs, and with his 
needs as a member of his society. The interaction of the one with 
the other and the effect of this interaction in developing individual 
and community attitudes and in assisting in or complicating the 
rehabilitation of the aged is described with clarity and under- 
standing. 

I, I. Marwick 
Tara Hospital 
Johannesburg, 8. A. 


BreyonD THE GerM THEORY: ;The Roles of Deprivation and Stress 
in Health and Disease. Edited by Iago Galdston, M.D. Minne- 
apolis, Health Education Council (A New York Academy of 
Medicine Book), 1954. 182 p. 

In recent years one of the most salutary emphases in medicine 
has been that which pointed out the variety of forces that affect 
human beings. Doctor Galdston, both as author and editor, has been 
helpful in defining these concepts. 

This present book, a compilation of several special articles, has 
carried this presentation one step further. The factors of stress, 
and deprivation as a form of stress, are brought into much clearer 
focus in this collection to emphasize the concept of how large a 
role these forces play in the production of human illness. The reader 
concerned with preventive concepts can begin to see some of the 
needs for application of this knowledge in the broad field of mental 
health. 

Actually, the articles only pique one’s curiosity as to further ap- 
plications. Especially intriguing are those chapters which deal with 
animal experimentation. The reader is equally teased by the revela- 
tions from the field of anthropology. In the earlier chapters of the 
book the point is made that for centuries we had knowledge about 
deprivation as a cause for illness which was difficult for us to use. 
It may well be that our newer knowledge of emotional deprivation 
and similar stressful situations will continue to be a challenge for 
us in the preventive field. 

One can only hope that other writers will continue to clarify and 
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integrate the kind of information that is available in this book. It 
is proposed, therefore, as a most readable source of provoking one’s 
curiosity. 
Henry H. Work 
University of California Medical Center 


THE CuinicaL InTERviIEW. Vol. I. By F. Deutsch and W. F. Murphy. 
New York, International Universities Press, 1954. 613 p. 


This book is the first of two volumes prepared for teaching resi- 
dents in psychiatry, the aim being to improve their techniques of 
interviewing and psychotherapy. The book is comprised mainly of 
case studies of patients suffering from neuroses. Particular atten- 
tion is given to a group of disorders commonly called psychosomatic, 
such as asthma, atopic dermatitis, colitis, arthritis, and others. Hach 
chapter dealing with a syndrome follows the same pattern of presenta- 
tion: first an introduction of the syndrome in general, then an abbre- 
viated case presentation and preliminary discussion of that specific 
ease, followed by a verbatim interview between psychiatrist and 
patient, and last a short final discussion and follow-up note and de- 
tailed bibliography. 

An important section of the book appears before the case studies 
and consists of a thorough appraisal of ways of applying psycho- 
analytic concepts to resident training, particularly through the 
use of the interview. This chapter will be appreciated and found 
helpful to all professional persons concerned with interviewing where 
that traditional device of getting information is appreciated also as 
a therapeutic instrument. Social workers, psychologists, and non- 
psychiatric physicians will be interested in the authors’ description 
of the associative anamnesis which Deutsch introduced into psychiatric 
residency training at St. Louis and which in this book becomes the 
model therapeutic interview. 

This book brings much information and many insights about psy- 
choanalytie theory and practice to professional persons who work in 
the field of human behavior. However, it is not a substitute for 
extensive and closely supervised clinical experience. Despite the 
good organization of the text and its high literary value, the 
contents must be read slowly and carefully, with plenty of time 
for thinking through and discussion with experienced psychiatrists 
who understand psychoanalytic theory and practice. Persons not 
trained in psychiatry or psychoanalysis should also be warned that 
the interview techniques of Deutsch and his colleagues cannot be 
applied completely and unchanged in every kind of interview situa- 
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tion, and that there are dangers if the inexperienced person attempts 
to use their approach literally and without adequate supervision. 

In the opinion of the reviewer, this book merits a place in the 
libraries of medical schools and graduate schools of the social sciences 
as well as in every departmental library where persons come for 
reading about the interpersonal phenomenon known as a clinical 
interview. 

Miron J. E. Senn, M.D. 
Child Study Center 
Yale University 


Your Marriage. By Norman E. Himes. Revised and edited by Donald 
L. Taylor. New York, Rinehart & Company, 1955. 384 p. 


Dr. Taylor’s revision of the standard textbook of the late Norman 
E. Himes would generally be regarded as materially increasing its 
value. Primarily beaming his work at students and young people 
contemplating marriage, the editor-author nevertheless devotes the 
greater part of the book to discussing problems that develop sub- 
sequent to marriage. 

In addition to editing the original edition, he has added new 
chapters on courtship, love, the best time to marry, the part per- 
sonality plays, home management, prenatal problems, infant care, 
social factors, and divorce. 

To try to evaluate the merits of this new edition in comparison 
with other works on the subject would be useless if not impossible. 
For one thing, to be quite fair one would have to read all of the 
thousand or more extant books and articles on marriage and family 
relations listed in Albert Ellis’s recent bibliography—a superhuman 
task. 

The material presented is largely elementary, as it should be 
considering the purposes of the book. The statements made and 
conclusions drawn appear to be the product of much modern thinking 
and considerable research. For example, in the new chapter on 
divorce, we read: ‘We are still operating under the illusion that if 
we make divorce expensive, painful, and difficult to obtain, we will 
stop families from being unhappy. This is like saying that if a 
man can’t see a dentist, his tooth won’t ache. We are also likely 
to interpret divorce as a threat to the institution of marriage. 
Actually, many people who seek divorce are seeking relief from a 
particular marriage only. They are not against marriage as such; 
they look forward to making a happier marriage. They have no 
intention of destroying the institution itself. Instead of trying to 
keep people who want divorces from achieving their goal, we should 
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try to figure out how we can keep people from wanting divorces’ 
(p. 519). 

More than an academic understanding of the facts of life is 
displayed in the author’s comments on families and courts: ‘‘The 
philosophy of our courts centers around the probability of guilt and 
the branding of criminals. Each trial becomes a contest between 
two lawyers in displaying their skill and their ability to free or 
convict. Often, the accused or aggrieved is forgotten in the struggle. 
There is little attempt to determine the cause of the behavior and 
to apply the necessary treatment. In other words, the sanctity of the 
home or the family as a unit receives little consideration in the court- 
room. If a family comes to court, it must be prepared to ‘do battle’ 
rather than seek reconciliation and understanding”’ (p. 315). 

Also: ‘‘In order to get a divorce, many people have to give false 
reasons for wanting it. Our legal records are full of false and 
meaningless reasons why people seek divorce. * * * All of this points 
to the stupidity of our present divorce laws and the need for drastic 
revision’’ (p. 322). 

The emotional costs resulting from family failure ending in divorce 
are touched upon. Among those mentioned are regret, feelings of 
guilt, blame, loneliness, the attitude of friends, effects upon children, 
readjustment of sex habits. 

The final chapter is devoted to the need for marriage counseling. 
For those contemplating marriage and those having difficulties in 
marriage, the thought is expressed that to postpone a conference with 
a counselor is as foolish as waiting to see the dentist until the tooth 
needs to be pulled. Particularly for divorced persons contemplating 
remarriage, it is urged that they should seek the advice of counselors 
and psychiatrists before making a final decision. 

Some of the reasons people needing this type of help are some- 
times so reluctant to seek it are fear of being seen in the counselor’s 
or doctor’s office; the notion that some kind of a stigma attaches to 
such service; fear that to consult will be an admission of failure; 
inability of the patient to understand what his problem is; fear 
that he won’t be able to state his case; fear of being a ‘‘guinea pig’’ 
or a ‘‘case’’; fear that he will reveal things he never meant to confess; 
and, sometimes legitimately, lack of faith in the counselor or psy- 
chiatrist. 

For the mental hygienist or the orthogamist the book seems to 
contain nothing particularly new. But it does tend to orient the 
layman in the direction of these professions. 

Pau W. ALEXANDER 


Toledo, Ohio 
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America’s Rote in INTERNATIONAL SociaL WELFARE. By Alva 
Myrdal, Arthur J. Altmeyer, and Dean Rusk. New York, 
Columbia University Press, 1955. 109 p. 


These lectures were originally given during the second series of 
Florina Lasker Lectures at tiie New York School of Social Work in 
1953. Each deals with a different aspect of the United States’ involve- 
ment in international social w2lfare. 

Our concern for the welfare of people throughout the world and 
the responsibility we have accepted for the amelioration of their econo- 
mic and social conditions have become essential elements of our 
foreign policy. The United States, working both through unilateral 
agreements and the United Nations, has initiated large-scale programs 
of economic aid, provided technical assistance, and trained a consider- 
able number of personnel. In spite of these efforts, Dr. Myrdal 
points out in her paper, ‘‘A Scientific Approach to Social Welfare,’’ 
we appear to be waging a losing battle. Increased productivity has 
failed to keep pace with the increase of population and the social 
level has improved little, if at all. Dr. Myrdal raises several questions 
that call for scientific study and appraisal. Have the efforts under- 
taken been directed too much toward increasing economic produc- 
tivity with too little attention given to social welfare gains? Have 
efforts toward social welfare been too ‘‘spotty,’’ with too little in- 
tegrated national planning? Are we approaching the problem 
scientifically, and have the underdeveloped countries the ‘‘ techniques 
for planning’’? These are serious questions. 

It has become essential for us to study the extent to which 
technical social welfare skills are exportable or importable. There 
is danger that we may be attempting to impose our social values on 
others or to equate ‘‘poverty’’ with ‘‘underdevelopment.’’ Dr. 
Myrdal urges study of the extent to which countries are achieving 
‘*halanced development’’ and ‘‘community development.’’ By the 
former she means closely related economic and social planning; the 
latter embraces the concept of the democratic participation of people 
in their own change. This must take place from the bottom up 
with a minimum of outside assistance if they are to follow their own 
preferences. This is, of course, a familiar and basic concept of 
American social work. 

What contribution may the United States be expected to make to 
international social welfare? Dr. Myrdal suggests that this is 
difficult to answer because our level of economic and social develop- 
ment is so high that few countries can benefit from our highly special- 
ized skills or from the social welfare measures that meet our needs. 
Our greatest contribution may be a social science, that is, the obser- 
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vation of social facts and the analyses of social relationships that we 
excel in making. It is her belief that the sound development of in- 
ternational social welfare rests upon basic research—‘‘a complete 
cultural anthropology, a theoretical science of social change, and a 
comparative one of social welfare policy.’’ 

Mr. Altmeyer, in ‘‘Training for International Responsibilities,’’ 
expresses the view that the basic principles and methods of American 
social work have universal applicability because all people have com- 
mon human needs and motivations. He discusses some special problems 
related to our current training and consultative responsibilities. Mr. 
Altmeyer reminds us that students and visitors from other countries 
are contributing to us, particularly by stimulating us to re-examine 
our methods and by making us aware that social forces exert an 
important influence. 

In his paper, ‘‘Peace, Freedom, and Social Welfare,’’ Mr. Rusk 
discusses the relationship of action in the field of international social 
welfare to broad political problems. He describes some of the social 
activities of the United Nations and its specialized agencies. Important 
by-products of our participation in technical assistance programs are 
that we are learning to understand people in different parts of the 
world and by our cooperative social action are helping to build a 
strong world community on the side of democracy. 

While these papers are not specifically concerned with the field 
of mental health, the concepts expressed and the questions raised 
are important for us to consider seriously. ‘‘Good mental health’’ 
tends to become a social valu¢—an absolute goal. We may run the 
risk of superimposing our mental health values on people in other 
social milieus. It is well for us to take stock, as the field of inter- 
national social welfare is beginning to do, of those of our beliefs 
and standards which are exportable and those which are not, of 
those which are common to everyone and those which each group 
must develop for itself on the; basis of its own cultural, social, and 
religious values. - | 


1 


HELEN SPEYER 
New York City 
| 
Srupres In THE Sociau Services. By Sheila Ferguson and Hilde 
Fitzgerald. London, Her Majesty ’s Stationery Office and Long- 
mans, Green, 1954. 367 p.i 


Intended to ‘‘discuss the family and the efforts of publie policy 
to help it bear the strains of war,’’ this thoroughly documented re- 
port is in the United Kingdom Civil Series on the History of the 
Second World War. The book contains the results of welfare re- 
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search initially projected by R. M. Titmuss, the origins of which were 
reported in his Problems of Social Policy, the predecessor in this 
series to the Ferguson and Fitzgerald volume. 

Admittedly, Studies in the Social Services is not a complete review 
of all the governmental and voluntary services developed and ex- 
tended to meet Britain’s family problems during the trying years of 
World War II. Studies, for example, on delinquency and divorce 
had to be omitted. Instead, we find a comprehensive discussion of 
certain social welfare and health programs designed to meet primarily 
the complex wartime relocation problems of mothers and children. 
It must be remembered that separations in England involved not 
only men conscripted into the armed services but also women, both 
male and female civilian workers, and evacuees, especially children, 
and that these relocations were typically ‘‘reverse migrations,’’ from 
the cities into towns and villages initially ill-prepared to offer the 
services needed by the newcomers. 

The book opens with a consideration of ‘‘the growth of government 
action’’ against the ‘‘ups and downs of the family.’’ Making effective 
use, here as elsewhere, of census and other official governmental 
data, the authors point out how the smaller families of modern times 
provided fewer close relatives to whom one could turn in emergencies. 
Many factors brought about the reorganization and sometimes the 
disintegration of community life—e.g., the fact that ‘‘two houses 
in every seven were affected in some way by enemy action.’’ Limited 
family and peacetime community resources could not then take over, 
in the face, simultaneously, of the mobilization of women and rises 
in the birth rates of both legitimate and illegitimate children. To all 
of this were added shortages in crucial consumer goods. Appropriate 
government offices had to step in and make policy decisions, some- 
times affecting intimate aspects of life which could never in England, 
except in such times of crisis, have become subjects for government 
consideration. 

Among the results, after transitional periods in which much per- 
sonal suffering occurred, was an outcropping of what the British 
call ‘‘schemes’’—a national milk scheme, schemes for emergency ma- 
ternity services, schemes for unmarried mothers, a bombed and sick 
babies scheme, a tuberculosis allowances scheme. The genesis of each of 
these, sometimes involving private and government agency partner- 
ships, is described fully. 

The origins and developmental experiences of wartime day care and 
residential nurseries and extensions in health services for children 
are thoroughly reviewed. Chapters on tuberculosis and the family 
and on the shortages in nursing personnel are appended. 
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The effects on postwar service} are exemplified by what happened 
in the area of illegitimacy : 

“*Tt was one of the social consequences of the war that the government 
accepted new responsibilities for the welfare of unmarried mothers and 
their babies . . . the position of the unmarried mother in society changed 
beyond recognition. Over a wide area of needs, charity and poor law 
relief were replaced by defined social benefits.’’ (pp. 138, 140) 


This report, like others on the war years, provides evidence to 
support a curious proposition about our times: ‘‘that the war should 
prove an agent of great social advance.’’ More than this, the report 
vividly demonstrates how the morale of a people, especially in times 
of stress, is dependent upon properly timed societal action and 
appropriate health and welfare supports. 

Obviously built upon a sizable amount of scholarly work, the 
studies in this book should become a useful resource for our under- 
standing of an important phase in the development of British family 
and child welfare services. 

Henry 8S. Maas 

School of Social Welfare 

University of California 


MorHER-DAUGHTER RELATIONSHIPS AND SocraL BeHavior. By Rose 


Cooper Thomas, A.B., M.S. Washington, D. C., Catholic Univer- 
sity of America Press, 1955. 365 p. 
This study, which was undertaken as a Ph.D. thesis in psychiatric 
social work, is an important contribution to the literature of this 
field and to research in the significance of mother-child relationships 


cc 


in the etiology of schizophrenia. The author refers to it as ‘‘an 
exploratory investigation of the correlates of mother-daughter re- 
lationships and social participation of a group of patients with 
schizophrenic reaction,’’ which was ‘‘designed to test several un- 
verified hyotheses in current socio-psychological literature on mother- 
daughter relationships and mental illness.’’ 

The study group included all Negro women patierts admitted to 
St. Elizabeth’s Hospital, Washington, D. C., over a three-year period 
who were residents of the District, between the ages of eighteen and 
thirty years, diagnosed as schizophrenic reaction, reared in the 
home of their mothers, and with a sister who had not developed 
mental illness at the time of the study. The medium used was the 
interview, and the unique feature of the research is the study of 
the non-psychotic sister as a control group—‘‘a method not previously 
reported in the literature.’’ There were eighteen patients who met 
the requirements, four of whom were sisters from a family of seven- 
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teen siblings. Besides the study of hospital and social agency records 
of the patient and her relatives, from two to five interviews were held 
with each respondent—the patient (except those seriously disturbed), 
her mother, her sister, and sometimes other relatives. In all, there 
were fifty-one subjects whose patterns of mother-daughter relation- 
ships were placed under scrutiny. 

Without exception the patients were unwanted children, and 
one significant finding of the study was the mothers’ verbalization of 
feelings of rejection in the research interviews. Other problems 
which appeared throughout the group were the dual parental role 
of the mother who functioned also as provider, differential treatment 
of siblings by the mother, maternal attitudes which hindered normal 
growing-up process of the patient, serious marital difficulties of the 
parents, the absence of the father or his failure to assume responsibil- 
ity, inadequate material goods, and insecurity of the patient with 
the mother expressed most often in silent submissiveness or silent 
rebellion. 

The case material is analyzed at length on the basis of three 
major hypotheses: (1) that the mother of the patient with a schizo- 
phrenic reaction has restricted the social participation of her 
daughter; (2) that the psychotic daughter has responded submis- 
sively and the non-psychotiec sister less submissively to the maternal 
restriction of social participation, and (3) that the mother repeats 
the pattern of relationships which she had with her own mother. 
Differences in the two groups were also studied from the point 
of view of health, ability, and interest in people; father-daughter and 
sibling relationships, and situational factors affecting adjustment. 

The evidence in the cases substantiates the author’s hypotheses, and 
she concludes that maternal restriction is correlated with lessened 
social participation and that less or no restriction is correlated with 
social participation. A dependent type of mother-daughter relation- 
ship lacking in warmth and understanding and based upon unques- 
tioning obedience of the daughter not only hinders social participation 
but may be taken as a poor prognostic sign for adequate social ad- 
justment in later life. Factors associated with submissive behavior 
of the patient were found to have been poor physical health and low 
vitality, other negative physical characteristics, negative qualities 
associated with similar traits of either parent, and poor adjustments 
in school, work, and marriage. The social participations of the 
daughter are most markedly influenced by maternal restriction in 
cases where the daughter lacks sufficient ego strengths to withstand or 
counteract maternal restriction or to engage in ego-involved activi- 
ties. Internalization of the outer restriction may lead to constriction 
of personality development, a direct expression of which is submissive 
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behavior. The daughter who behaves submissively is less likely to 
become a social participant, while the daughter who behaves less 
submissively or is non-submissive is more likely to become a social 
participant. The social participation of the non-psychotic sister 
was found to be associated with good health, greater ability and 
physical attractiveness, and ego strengths which facilitated the 
development of the relationship with the mother and other interper- 
sonal relationships. 

The study is conscientious, meticulous, and scholarly. The author 
points out its limitations, emphasizing that because of the small 
number of cases and other factors the findings are suggestive rather 
than conclusive. They are consistent, however, with conclusions 
from other research regarding the influence of mother-child relation- 
ships especially in the development of schizophrenia, validate the 
interview as a research technique, and point the way to additional 
studies along similar lines, particularly the use of siblings as a 
control group. 

The book should prove useful not only for other research but for 
teaching in social work, psychiatry, and related fields. The first 
chapter describing interview techniques and revealing the author’s 
skill, warmth, and understanding should be of special value, as well 
as the sample cases presented in detail. The chapter dealing with 
basie concepts related to the study includes a helpful review of 
literature. The book is not easy reading, however. The case material 
is broken down and analyzed by charts and dissertation in accordance 
with the author’s hypotheses and is effective in supporting these. 
The result is dull and repetitious in contrast to those sections of 
the book where the author is freer and writes with interest, perception, 
an excellent command of language, and a sense of humor, making 
these sections pleasant reading. This reviewer would have found 
the case material easier to follow if at the beginning of the book a 
brief summary of each case had been presented. 

The author wisely limits her focus, which she never loses sight 
of, to material within the competence of the social worker. Psychiatric 
and psychological findings are omitted, which this reviewer considers 
regrettable. The study satisfies the requirement for a doctorate in 
social work, but how much more interesting and provocative it would 
be if the clinical study of the patients could be evaluated against 
the background of the author’s rich material! Also, with the rela- 
tionship the author was able to establish with the mothers and sisters, 
clinical studies of these respondents would certainly have been pos- 
sible had the situation permitted. A comparison of-Rorschachs on the 
patients, mothers, and sisters, for instance, would have made a 
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stimulating project for a psychologist. We talk much about the 
team approach in research, and this study is a good example of how 
much more research interest this contribution might have had had 
it been possible to undertake it on this basis. The author’s work 
stands on its own merits, however, as an ably conceived and executed 
piece of work. 


Mary C. SUMNER 





Basico Concepts IN VocaTIONAL GuipaANcE. By Herbert Sanderson. 
New York, McGraw-Hill Book Company, 1954. xiii+ 388 p. 


Voeational guidance is not new. Its beginnings predated World 
War I and coincided with the development of tests of intelligence 
and aptitudes. The rapid professionalization of the field since then 
has been a product of a pervasive social demand arising from such 
seemingly strange bedfellows as a changing educational concept, an 
economic depression, a second war, the scientific industrial manage- 
ment movement, and just people—able-bodied and handicapped—in 
need of vocational help. 

Undaunted by the gaps in scientific knowledge, guidance practi- 
tioners have written extensively mainly about techniques and how the 
energetic counselor could keep himself busy. While much is said 
about maintaining cumulative records and identifying aptitude tests 
of all sorts, there is surprisingly little to inform the counselor about 
counseling. In the light of these events, it is easy to understand that 
Sanderson should choose to press forward a theoretical discussion of 
basic concepts at this apparent late date. Implicit in the author’s 
exposition is the thought that the field of counseling must employ the 
tools of research and sober reflection about human problems if it is 
to remain a professional discipline in psychology and not degenerate 
into the status of a technical skill. 

Sanderson rejects that aspect of contemporary guidance practice 
which postulates that the counselor ‘‘ knows best’’ what is good for the 
client. When the client resists, the counselor employs persuasive 
means calculated to enable the client to accept the counselor’s view- 
point. Thus, the client who gives himself up to the will of the 
counselor is considered ‘‘cooperative.’’ Conversely, the client who 
insists on his right to decide for himself may be labeled ‘‘recalcitrant.’’ 
Neither term, he feels, has a place in a system of counseling which 
upholds the client’s right of self-determination. 

In the preface, Sanderson presents a ‘‘help-centered’’ approach, 
acknowledging his debt to ‘‘non-directive’’ counseling and ‘‘func- 
tional casework’’ and the contributions of Jessie Taft, Frederick H. 
Allen, Herbert Aptekar, and Carl Rogers. The first two chapters 
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(‘‘The Nature of Vocational Guidance’’ and ‘‘The Helping Profes- 
sions’’) represent for the most part a clear and incisive exposition of 
‘*help-centered’’ counseling; they are chapters which can be read 
with profit by all guidance personnel. 

Although the content of vocational guidance is the manner in 
which one earns a livelihood, the focus is the helping process which 
enables the counselee to effect appropriate changes within himself. 
In ‘‘help-centered’’ vocational guidance, the client gives direction to 
his own process of change, with the counselor taking responsibility for 
helping the client to realize this process. It differs from the ‘‘diag- 
nostic’? approach in which help is conceived as a ‘‘planned, goal- 
directed treatment .. . the treatment objectives and techniques are 
variably selected to meet the requirements of the diagnosis.’’ It 
differs from ‘‘functional casework’’ in which the caseworker initiates 
the re-structuring of the relationship to overcome ‘‘problems arising 
out of destructive use of relationships.’’ It differs from ‘‘non- 
directive’’ counseling in that it is not based on ‘‘permissiveness’’ but 
on a clearly structured client-counselor relationship, involving the 
client’s right to accept or reject any part of the service. The coun- 
selor is active in assisting the client to express his doubts and 
negative feelings and to arrive at a decision for which he can assume 
some responsibility. And lastly, the client also learns to work with 


limits by discovering that he can weather the painful aspects of 


being helped. 

As in psychotherapy, Sanderson enunciates that self-help does not 
arise spontaneously nor through an intellectual exchange, but is 
brought about as a result of a psychological interaction between 
elient and counselor. People frequently have to be helped to help 
themselves. 

Again, the author draws from the social work profession in stres- 
sing the importance of delineating the focus of the problem and 
the function of the counselor so that the entire relationship is kept 
on a reality level without allowing it to become an experience in 
total personality analysis. 

Sanderson emphasizes the necessity for the rigorous training of 
the counselor so that’ he may be able to fulfill his responsibility in 
the client-counselor interaction. Just as the other helping professions 
provide supervised interneships for their trainees, counselors too 
must grow professionally. ‘‘Growth is an experience which becomes 
meaningful only when the learner can internalize that which is 
happening around him. A personal involvement is essential in the 
growing process . . . standard classroom lectures and laboratory 
procedures do not contribute significantly to the intrinsic develop- 
ment of the student.’’ 
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Some sense of the relationships of vocational guidance to psychiatry, 
clinical psychology, and social casework is explored and viewed from 
different angles. The author advocates the need for each discipline to 
understand each other’s content and focus so that each may contribute 
to the resolution of the preblem of a human being., He explores the 
significance of interdisciplinary cooperation in the settings of the 
‘‘elinie team’’ and the ‘‘ professional-consultation.’’ 

In the second part of his exposition, Sanderson elaborates on the 
interaction dynamics of the counseling relationship from its incep- 
tion to termination, and makes a special point of helping the coun- 
selor to turn the spotlight upon himself. 

Chapter 8 will particularly appeal to agency administrators and 
supervisors for here is presented a discussion of how counselors 
should be trained. The stated objectives of training are drawn 
once more from the field of social service and, stated briefly, are 
(1) student growth and capacity for professional development, (2) 
capacity to work within the structure and function of the agency, 
(3) development of skills and knowledges, and (4) growth in ability 
to make use of supervision. 

In the latter part of the book, the concepts are applied to counsel- 
ing situations involving adolescents and their problems of dependency 
and parental relationships. The illustrative material is apt and lucid. 

The present reviewer is currently witnessing a wholesale recruit- 
ment of vocational rehabilitation counselors by public and voluntary 
agencies. Sanderson’s book would appear to be a primary source 
of basic information for the benefit of the university training pro- 
grams in rehabilitation as well as the agency personnel charged with 
training the new counselors in their new duties. One wishes, however, 
that Sanderson had drawn his illustrative case material from the 
field of vocational rehabilitation, in which the majority of guidance 
counselors now find themselves. Counseling psychologists will also 
welcome this publication as germane to their field even though the 
author will tend to overlook occasionally the relationship between 
the concepts he espouses and the well-delineated principles to be 


found in psychological learning theory. 
Lronarp W. ROCKOWER 


Tue Direction oF HumMAN DEVELOPMENT, BIOLOGICAL AND Socian 
Bases. By M. F. Ashley Montagu. New York, Harper and 
Bros., 1955. 404 p. 

This is a stimulating and challenging volume. Readers who are 
familiar with Mountagu’s On Being Human will recognize this book 
as an expansion and enlargement of the author’s conception of the 
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nature of the human being as essentially one that requires interaction 
with others. When the author examines the nature of the infant at 
birth both in terms of its organic and social aspects he finds that the 
child is born neither evil nor with an indifferent nature. He is so 
constituted that he responds to conditions characterized by the pres- 
ence or absence of love or emotional security and insecurity. Love 
in the emotional security sense is essential to the development of a 
cooperative individual. 

The child begins life in a process of interaction between parent and 
offspring and there is thus from the very beginning an essential de- 
pendence of one organism upon another. Organisms are essential to 
each other’s development and the probability of survival of living 
things increases with the degree to which they adjust to their environ- 
ment—which includes adjustment to each other. The author’s re- 
view of the evolutionary process in both infra-human and human 
organisms leads him to conclude that the trend toward cooperative 
behavior is found throughout the animal kingdom and is more im- 
portant than disorganization and competition. 

Providing emotional security is essentially in man’s hands through 
the types of environment, 1.e., experiences, which he provides for the 
growing child. A great variety of evidence is assembled to show 
that when the growing child is deprived of love extensive damage to 
physical as well as psychological development may result. Observa- 
tions from Ribble, Goldfarb, Spitz, Beres and Obers, Holman, Bowlby, 
Levy, and many others are cited in suppor of this claim. 

Further evidence for the importance of human stimulation is pro- 
vided through a variety of studies of children reared in relative isola- 
tion as compared with those reared in understanding and accepting 
groups. 

The evidence indicates to the author that from birth onward the 
direction of human drives is toward cooperation. If these drives are 
frustrated, the development of the organism is disrupted. If they are 
satisfied, social happiness and health results. This conclusion has 
extensive implications for the school, for the home, and for the 
community as a whole which are discussed in some detail. 

It is a distinct contribution to have produced a study concerned 
with the positive aspects of human development as this one is. As 
Julian Huxley has pointed out, ‘‘Human life is a struggle—against 
frustration, ignorance . . .; but it is also a struggle for something. .. .”’ 
Montagu’s attempt has been to elucidate what it is that the ‘‘struggle 
is for.’’ There has been much emphasis on aggression, frustration, 
conflict. We need more study of cooperation—its nature, its place, 
and its development. 

However, assembly and use of studies on cooperation, as with in- 
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vestigations in any area, require critical analysis—the weighing of 
evidence which supports as well as evidence which does not support. 
It is at this point that this volume could be strengthened. For example, 
much use is made of work of Margaret Ribble. Some critical analyses 
of Ribble’s work have been published, but these critical analyses are 
not included in this synthesis. 

Montagu has made a distinct contribution by assembling the vast 
and rich array of studies on cooperation ranging all the way from 
studies of one-celled animals to human personalities in group action. 
It is to be hoped that the next step will be further critical analyses 
of these studies, the inclusion of negative as well as positive evidence. 
In this way we may approach ever closer to a reliable conception of 
the nature and direction of human development. 

Rapa H. OJEMANN 

University of Iowa 


Socrau SERVICES IN THE ScHooL. By Jean R. Pearman and Albert H. 
Burrows. Washington, Public Affairs Press, 1956. 218 p. 


Both authors are professors at Northern Michigan College of Educa- 
tion, Marquette. The former is associate professor of sociology, eco- 
nomics, and social work, the latter head of the history and social 
science department. They have set themselves a difficult task—in a 
small volume to meet the need of a wide range of readers, professional 
and laymen. Not all the chapters, therefore, will be of equal interest 
or help to all readers. A number of chapters are of specific rather 
than general interest; for instance, the section on state !aws, intro- 
ducing the work on studies of salaries of school social workers will be 
of interest to school boards and administrators rather than of help to 
teachers or new visiting teachers. 

The book includes a brief and adequate history of the fifty years 
in the development of school social work—a slow but steady growth. 
Naturally the authors did not have space for more than brief mention 
of a few of the early centers and their dates, but it seems unfortunate 
that the program in Rochester, N. Y., could not have been described. 
More recognition might well have been given to the Public Education 
Association of New York, which not only maintained demonstrations 
in New York schools for many years, but also sponsored the first three 
national conferences of visiting teachers in 1916, 1917, and 1919, and 
in 1920 published a study by the newly formed and then small 
National Association of Visiting Teachers. The Public Education 
Association of New York also from 1920 to 1930 carried out the Com- 
monwealth Fund’s demonstrations of visiting teacher work. 

The book evidences a conscientious endeavor to gather material on 
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case work and other subjects related to school social work, as well as 
material on the development and practice of this new service in the 
school. The reader gets a clear and convincing idea of the complex 
problems referred to the case worker and of the school’s need of an 
additional service, if it is to educate and help many children who now 
are not profiting by their school experiences and possibly are actually 
being harmed by them. It gives a picture of case work as a necessary 
adjunct or essential extension of the service of the class teacher in 
order that each child may be able to participate in class activities and 
make use of his school experience, and thus may be kept from de- 
veloping unconstructive attitudes and unhealthy emotional patterns 
which later may lead to delinquency or mental breakdown. 

As educators, the authors show wisdom and understanding of the 
importance of the school social worker’s relation to the teachers and 
the school as a whole and of their acceptance of one another as part- 
ners in the enterprise of adjusting and educating troubled school 
children. 

Chapters on ‘‘Helping the Troubled Child’’ and ‘‘ Working with 
Administrators and Teachers’’ make clear the complexities in prop- 
erly introducing the work and the necessity of the social worker’s 
maintaining administrative relationships as well as active cooperation 
with the teachers. It is important that a school social worker early 
become familiar with the attitudes, traditions, pressures, and other 
factors of the school if she is to become a partner in the educational 
enterprise and not merely an adjunct or an ‘‘outsider.’’? These chap- 
ters will give the newcomer a proper perspective often needed by 
social workers who have theretofore worked only in case work 
agencies, which provide adequate supervisory help and a favorable 
atmosphere. The person new to school social work is very much on 
her own and will value suggestions the authors make. 

The chapter on ‘‘Social Case Work’’ quotes from excellent sources, 
but the presentation is scarcely sufficient and may be confusing to 
the lay reader or to the teacher who is thrust into school social work 
without adequate preparation. For the trained social worker the 
material will be familiar. 

“Throughout there seems to be, perhaps naturally, an overemphasis 
on work in Michigan. The description of visiting teacher work would 
be strengthened by including samples of case records selected from 
some of the longer established visiting teacher centers. It might also 
have been more helpful to visiting teachers and more illuminating to 
class teachers if some of the illustration of case work techniques had 
been selected from visiting teacher records rather than from agency 
records. 

The chapter on ‘‘The Problems of Delinquency”’ will help to eradi- 
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eate misconceptions of teachers and laymen and enable them to be- 
come more understanding of the needs of children and to see difficult 
pupils in a new light. 

The chapters on ‘‘The Problems of Sex’’ and ‘‘The Problems of 
Alcoholism and Drug Addiction’’ contain digests of information 
which all case workers need. These disheartening chapters are fol- 
lowed by a hopeful one describing the function and procedures of 
the child guidance clinic as a valuable resource for the school social 
worker and the community in dealing with unadjusted children. 

In the last chapter and throughout the book the authors emphasize 
the service of the case worker in preventing delinquency and serious 
emotional maladjustments. They focus on the responsibility of the 
school and also on the cost'to society and the individual of not pro- 
viding preventive services during the school years. 

The authors’ emphasis on training in social case work is sound, 
for although understanding and ‘‘adoption’’ of the school as a base 
of operation and empathy with it are essential for the successful visit- 
ing teacher, her basic outlook and skills are those of sound case work. 

Each chapter includes a useful list of selected readings and the book 
is well indexed. 

JANE F. CULBERT 

Vocational Advisory Service 

New York City 


Tue Human Animat. By Weston LaBarre. Chicago, University of 
Chicago Press, 1954. 372 p. 


In relatively few pages the author successfully accomplishes the 
tremendous task of presenting a comprehensive survey of the evolu- 
tionary process, from the lowly amoeba to present-day man. Nor is 
this survey limited to biological evolution. A great deal of its atten- 
tion focuses upon the origin, growth, and development of social and 
cultural factors which characterize homo sapiens, and the interde- 
pendence of cultural and biological traits is explored. The book is 
intensely stimulating, thought-provoking, and thoroughly fascinating 
in its global approach to the problem of man’s adaptation to his en- 
vironment, which includes his fellowman. 

The innumerable evolutionary changes which have taken place in 
living organisms throughout the ages have all been the result of im- 
perative need to adjust to survival demands of their environments. 
No change, no survival. Many of the changes were structural and 
made possible specialization of function. Man’s evolutionary progress, 
in terms of body structure, culminated in his ability to maintain an 
upright position, the development of the human hand, hand-eye co- 
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ordination, and the growth of his brain and nervous system. This 
made possible his ever-increasing contact with his environment and 
resultant reality testing. The human hand in combination with the 
eye and brain ushered in an almost limitless extension of man’s 
capacity to cope with his environment. His potential to invent and 
develop the tools he needs is boundless. Of infinite significance is 
the fact that hands are the possession of all human beings. The author 
also calls our attention to the fact that ‘‘physically all the races of 
man have many times more human traits in common than they have 
racial traits with relative separateness. ’’ 

The development of culture is traced to the development of the 
human family. Without the family there can be no culture, and the 
larger the group that shares in its experiences the greater is the 
possibility for cultural development. The nucleus of the human 
family is the mother, child, and father. Both the father and mother 
are indispensable for the healthy growth of the human offspring, 
whose period of infancy and complete dependence is the longest of 
all primates. It is only in the atmosphere of love, understanding, 
and acceptance that the healthiest human being can emerge with the 
greatest capacity for adaptive behavior. 

In the chapter dealing with the development of the family and the 
sexual and social adjustment of members of a group, examples are 
given of almost every possible variation which could be conceived on 
a purely theoretical basis. However, the one universal taboo found 
everywhere among human beings is the prohibition of sex relations 
between mother and son. 

Considerable space is given over to a discussion of language and 
the development of symbolic systems. Psychosis is explained largely 
in terms of a breakdown of communication—when the individual 
evolves his private symbolic system which has meaning only to him- 
self and is no longer capable of reality testing. Schizophrenia is seen 
as a social disease which is ‘‘primarily the result of interference with 
the deeply rooted and immensely ancient mammalian ties between 
mother and infant, extravagantly heightened as they are in humans. 
It is the wrecking of that dependency bond among humans which is 
necessary to the child’s humanity.’’ While one may raise questions 
about some of the details in the formulation (as, for example, what 
accounts for the different forms of schizophrenia? ~At what stage can 
substitute parents reverse the schizophrenic process? What about 
the new drugs and the promise they hold out? ete.), the general thesis 
carries much weight in present thinking. 

Finally, the author makes a most eloquent plea for the furtherance 
of the democratic process as a means to further develop our civiliza- 
tion. It is a plea for continually increasing the social group in order 
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to achieve the kind of progress which wider and wider participation, 
global in scope, will make possible. History should teach us that the 
numerous attempts to impose the will of a few on the many, no matter 
how benevolent, in a totalitarian form of organization have always 
resulted in failure and will continue to do so. Democracy alone ‘‘per- 
mits and fosters mature manhood (and, we may add, womanhood) in 
all its members.’’ 

In his introductory remarks, the author points out that the modern 
scientific trend is toward integration of all disciplines. He is to be 
congratulated in having achieved in this book one of the best examples 
of integration and synthesis in an extremely difficult field. 

Stmmon H. Tuxucurn, M.D. 

New York City 


DIsoORDERS OF CHARACTER; PERSISTENT ENURESIS, JUVENILE DELIN- 
QUENCY, AND PsycHOPATHIC PERSONALITY. By Joseph J. Michaels, 
M.D. Springfield, Charles C Thomas, 1955. 148 p. 


The present volume is the result of a series of studies, carried out by 
the author over a period of 25 years, on the problem of enuresis in its 
various ramifications and implications. The first six chapters are a 
condensed recapitulation of twelve papers previously published by 
the author. These studies are primarily statistical in nature and the 
interpretations of the data are prevalently descriptive. In the second 
part of the book broader ‘‘bio-psycho-social’’ interpretations are at- 
tempted on a psychoanalytic basis. 

In this review only some of the high points of the empirical find- 
ings can be reported and for further details the reader would have 
to resort to the original. 

In a study of 475 ‘‘normal’’ children in a summer camp, history of 
persistent enuresis was found in about one-fourth of the children. 
(Michaels calls enuresis ‘‘persistent’’ if it occurs at least once a week 
after the age of three.) Enuresis, nail-biting, thumb-sucking, temper 
tantrums, and speech impediments were found to occur more often in 
combination than in isolation, with enuresis as the most significant 
component of this complex of symptoms. There was also a strong 
familial factor present: more than twice as many enuretic children 
came from families where parents or siblings had a history of enuresis 
than from families without such a history. © 

The main study was carried out on 1,000 psychiatric patients. 
Almost one-fifth of the total group had a positive history of enuresis. 
From all the diagnostic categories by far the highest incidence of a 
history of enuresis was found among the patients with psychiatric 
behavior problems, the mentally deficient, and the psychopathic per- 
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sonalities, while the incidence among psychotics was remarkably low, 
even considerably less than among normals. Taking instead of inci- 
dence the persistence of enuresis over ten years of age as a criterion, 
again the patients with psychiatric behavior problems and the psycho- 
pathic personalities were in_ the lead; the persistence among normals 
was the least, while psychotics fell in between. Both in regard to 
incidence and persistence, there is a tendency toward predominance 
among males. 

Besides his own material, Michaels also analyzed and re-evaluated 
in a series of papers data gathered and published by other authors 
on delinquent children and psychotic individuals (Healy and Bronner, 
Drucker and Hexter, Sheldon, ete.). All these data indicate a greater 
frequency and longer persistence of enuresis in delinquents. Another 
significant finding was that enuretic children with behavior problems 
often showed abnormal electroencephalograms, while in children with 
behavior problems who were not enuretic, such correlation did not 
exist (Michaels and Secunda). 

In the theoretical evaluation of his data the author considers per- 
sistent enuresis as indication of a particular form of disturbance of 
the total personality involving all levels of integration: biological, 
psychological, and social. He considers the delinquent and psycho- 


pathic personality with a history of persistent enuresis as a specific 
‘impulsive type,’’ characterized by an immature, poorly integrated, 
and disharmonious psychosomatic structure. The common denomi- 
nator in the impulsive psychopath is a lack of control on all levels. 


“ec 


Genetically the most significant factor is ‘‘an unchanged perpetua- 
tion of an original urethral impulse influencing character formation”’ 
(p. 119). These individuals have a weak ego with few defenses and 
low tolerance for tension and anxiety. The development of the super- 
ego is grossly impaired. 

The presentation of significant data and the thought-provoking 
theoretical conclusions will recommend this book highly to all those 
interested in human behavior. 

AuicE F. ANGYAL 

Boston, Mass. 


THE LEARNER FOR THE PROFESSIONS AS SEEN IN EDUCATION FOR SocraL 
Work. By Charlotte Towle. Chicago, University of Chicago 
Press, 1954. 432 p. 


The social work profession was probably the first outside of psychi- 
atry to be deeply influenced by the theory and practice of psycho- 
analysis. Significantly, that influence was first exerted through a few 
schools of social work where as early as 1918 teachers of case work 
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and of psychiatry joined forces in training psychiatric social workers. 
The history of that effort has not yet been written, but those of us 
who were close to the scene of action through a considerable part of 
the period have a vivid sense of what a long, hard task it was to 
determine just what were the implications of this new body of knowl- 
edge for the practice of social work and the training of social workers. 

Charlotte Towle was one of the people close to these developments 
almost from the start, first as a student, then as a practitioner, and 
for many years now as one of the leading teachers. In her book she 
has distilled her long-accumulated knowledge in such a way as to 
show the contributions of psychiatry fully integrated into the social 
work curriculum and into the process of training social workers. In 
fact, she has gone a step further and suggested that much of what 
has been learned about how to train social workers is applicable to any 
profession that makes heavy emotional demands on its practitioners. 

The questions discussed in the book are central to education for 
any profession that serves people. How to balance the need to develop 
high intellectual competence in students and the need to develop 
their ability to use themselves in service to clients? How do people 
learn, especially how do they develop a professional self? How can 
the relation of teacher to student promote this objective? By what 
criteria should applicants be selected for admission to the school? 
How is a student’s progress in learning to be judged? 

The answers to these and other questions spelled out in the book 
go far beyond the possibility of summarization here. It may be suf- 
ficient to say that Miss Towle considers it the obligation of professional 
education ‘‘to impart certain essential knowledge and to conduct edu- 
cational processes so that they are a means to personality growth”’ 
and shows in the book how this obligation can be fulfilled. 

HELEN L. WITMER 

U. 8. Children’s Bureau 


THe Srx ScHizopHRENIAS: REACTION PATTERNS IN CHILDREN AND 
Aputts. By Samuel J. Beck. Research Monograph No. 6. New 
York, American Orthopsychiatrie Association, 1954. 238 p. 

In 1896, Kraepelin noted a psychiatric syndrome which he called 
(after Morel) ‘‘dementia praecox.’’ Since that time, sixty years ago, 
scientists have attempted to prove or to destroy that concept. They 
are still trying to describe and define this ‘‘disease,’’ which is now 
called schizophrenia, as well as to understand its cause and to develop 
treatments. Beck’s book is a spirited attempt to apply scientific 
method in general, and the Rorschach in particular, to increase our un- 
derstanding of this riddle which Kraepelin stated but left unanswered. 
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The book, which has chapters by Grinker and Stephenson, reports 
an intensive effort to develop a scientifie technique which could be 
used to recognize latent schizophrenia in individuals not necessarily 
psychotic. It also classifies according to groupings based on person- 
ality structure, and estimates the severity of the disorder. 

Beck’s scientific tool, the Rorschach, is the basic instrument for 
this task. His problem was to relate what is known about the Ror- 
schach to the clinical symptoms of schizophrenia. 

Grinker and his associates provided the essential bridge. They set 
forth a detailed enumeration of schizophrenic symptomatology classi- 
fied under defenses, ego disorders, emotional forces, and restitutive 
forces. Beck and his Rorschach associates then related findings in 
the Rorschach to particular symptoms on Grinker’s list. 

Since the symptom list is qualitative and science prefers to quantify, 
the question was how to reduce the study of personality characteristics 
to something that could be measured. The Gordian knot was cut by 
using the relatively recently developed Q-Technique. Professor Ste- 
phenson, a Chicago originator of the Q-Technique, transposed Grin- 
ker’s symptom list to 120 questions. These questions represented 
characteristics related to schizophrenia. The list included such items 
as (a) confused illogical thinking, (b) hypersensitive, (¢) excessive 
irritability and 117 others. 

A group of twenty schizophrenics were then scored both by the 
Rorschach and by clinical psychiatrists according to the 120 points. 
The results were then factored out with a final issue of six clusters 
of traits. These were the six schizophrenias, each with a specific uni- 
verse of traits. This is the key to the entire concept. 

It is significant that there was agreement between the psychiatrists 
and psychologists on only three groups, and these were primarily adult 
schizophrenias. 

The first type Beck called S1. It is featured by disturbed thinking. 
The second he identified as S2, a progressed form of the\disease with 
much fantasy formation. The third, S3, is the most benign but with 
a marked restriction and inhibition of behavior. To these three the 
psychologists added two patterns peculiar to children, SP1 and SG. 
The third, a less malignant adult group resembling S2, was called 
SR2. Thus with the aid of the Rorschach these six schizophrenias 
were derived. 

The book contains much interesting discussion and speculation about 
schizophrenia. That ‘‘the six schizophrenias’’ do not correspond with 
Kraepelinian classification is explained by the fact that the Beck 
method points out latencies in personality structure. An interesting 
analogy is made that a draftsman’s blueprint looks very different from 
the finished engine. All patients considered had at least two Rorschach 
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examinations at least a year apart. This supports the belief that 
schizophrenic patterns are always changing. For example, the SR1 
and SG patterns, found only in children, of necessity change. 

What are the conclusions deduced by- the author from this work? 
He feels he has a weapon, based on the concept of a universe of traits, 
that will recognize schizophrenia, differentiate it into discrete groups, 
and estimate its severity. He feels this provides useful information 
for planning treatments as well as starting points for other pertinent 
researches. He puts great stock in the fact that this pricks the bubble 
of skepticism as to the practicability of applying science to behavior 
study. 

Beck’s concept of schizophrenia will stimulate support in some 
quarters and opposition in others. For example, he considers that it 
is not a question of whether schizophrenia or not, but ‘‘how much?’’ 
The following quotation is his take-off point towards therapeutic 
optimism, ‘‘The person with a schizophrenic adjustment need not be a 
loss to himself, a burden to his community, if he is aided so as to 
remain above the psychotic threshold. Let those who are so well 
integrated that they do not have even a little bit of schizophrenia in 
them be the first to stand aloof.’’ 

The reaction of the reader to this book will depend on his experi- 
ence and orientation. This reviewer, with a background of clinical 
psychiatry, and very limited experience with the Rorschach, found 
the volume stimulating and informative. He felt the book might have 
been a little easier to read with one more chart of the 120 traits, listed 
in the order of their ‘‘ official’? numbers. He felt that both Beck and 
Stephenson were too defensive in regard to anticipated criticism. 
Understandably, many will question the validity of conclusions from 
such a limited number of subjects, and the use of the unfamiliar 
Q-Technique in transposing qualitative to quantitative factors. How- 
ever, the book is well written and should be profitable and stimulating 
to all those who, regardless of orientation, are interested in advancing 
the state of our knowledge of schizophrenia. 

D. Grirrira McKerracuer, M.D. 

University of Saskatchewan 





NOTES AND COMMENTS 


WEstT ORGANIZES REGIONAL ATTACK ON MENTAL ILLNESS 


Eleven western states and Alaska have laid the groundwork for a 
sweeping expansion of mental health facilities, training and research 
west of the Rockies. After a year-long inventory of the region’s prob- 
lems—and resources—in handling the mentally ill, they have filed 
with the Western Interstate Commission for Higher Education a 
154-page report calling for: 


e Wider use of general hospitals in caring for the mentally ill. 

¢ Sponsorship by mental health associations of more educational pro- 
grams for welfare, probation and health workers, physicians, clergy- 
men and lawyers, whose work brings them into early contact with 
many of the emotionally disturbed. 
Concentration by mental hospital administrators on increasing the 
number, pay, training and prestige of psychiatric aides. 
Subsidies to attract recruits to mental health training programs. 

¢ Improved communications in the mental health field, especially 
between state mental hospitals on the one hand and local physicians 
and agencies on the other. 
Designation of one staff member as research director in each western 
mental hospital and university, no matter how small or isolated, to 
encourage research, advise on specific research problems and seek 
subsidiés for new and continuing projects. 
Long-range plans for training mental health personnel, on the 
theory that training programs must operate several years for their 
effects to be felt. ; 


The investigation, requested by the Western Regional Conference 
of the Council of State Governments, involved thousands of wéstern- 
ers. Almost 300—legislators, professional workers and prominent 
laymen—served on state survey committees. Their recommendations 
reflect the ideas of another 7,000 who responded to detailed question- 
naires about training, research, prevention and organization. 

An $80,000 grant from the National Institute of Mental Health 
financed the exhaustive study, sponsored by the Western Interstate 
Commission for Higher Education. 

In their report the survey committees asked the WICHE to serve as 
a regional clearing house for information on research projects, en- 
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courage training and research that will develop community resources 
for preventing and treating mental illness, and study the feasibility 
of interstate and regional mental health programs. The report in- 
eludes detailed analyses of the mental illness problem in Alaska, 
Arizona, California, Colorado, Idaho, Montana, Nevada, New Mexico, 
Oregon, Utah, Wyoming and Washington. 

The inventory disclosed that the West has 26 state mental hospitals, 
14 state institutions for the mentally deficient, 7 neuropsychiatric 
hospitals operated by the Veterans Administration, and 117 mental 
hygiene clinics. But, the report pointed out, only 4 of the 11 states 
have mental hospitals approved for training psychiatrists, only 3 have 
hospitals that train clinical psychologists, only 2 have hospitals that 
offer social work training and advanced psychiatric training for 
nurses. 

With more than 64,000 patients in state hospitals alone, the region 
has fewer than 5,000 mental health workers—1,147 psychiatrists, 867 
psychologists, 784 sociai workers, 1,471 nurses, and 471 rehabilitation 
therapists—spread among more than 150 institutions and clinics. The 
report emphasized that the shortage of professional personnel hampers 
treatment, particularly in the state hospitals. (Though these hospitals 
have 85% of the patients, they have only a third as many psychiatrists 
and social workers, a fourth as many psychologisis and a seventh as 
many nurses as the VA hospitals.) 

The survey committees urged the expansion of training oppor- 
tunities for psychiatric personnel and pointed to the need for more and 
better training centers, regional workshops, seminars and other edu- 
cational exchanges. Their report also recommended recruiting across 
state lines, interstate loans of personnel, and stronger ties between 
the universities which train psychiatric personnel and the under- 
staffed mental hospitals. 

Though 883 research studies relating to mental illness are moving 
ahead in western laboratories, investigators found that lack of time, 
money and encouragement from their superiors have forced scientists 
to shelve plans for three times that many research projects. 

The inventory revealed that community mental health services are 
also suffering because of the personnel shortage. The West’s social 
agencies, dealing regularly with problems of emotional maladjust- 
ment, need many psychiatric social workers. With 10% to 15% of 
their students requiring specialized help, the schools too—though 
short of funds and public support—must compete for the region’s 
all too few mental health specialists. 
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APA Urass Caution IN Uses oF Drugs 


The American Psychiatric Association has released a statement 
praising tranquilizing drugs but cautioning against their casual use 
for the relief of everyday tensions. Noting a report that 3 of the 10 
compounds most frequently prescribed last year were tranquilizers, 
the APA’s committees on research, therapy, and public information 
pointed out that the drugs have not been in use long enough for 
thorough evaluation of their side effects. 

Excerpts from the APA statement follow: 


‘‘The profession of psychiatry recognizes with enthusiasm the 
development of the tranquilizing and other drugs for the treatment of 
psychiatric disorders over the past four years. The evidence is that 
these drugs are effective in making disturbed patients in mental 
hospitals more readily accessible to treatment. This has made possible 
impressive advances in mental hospital treatment programs and 
increased discharge rates. Further, by making patients more com- 
fortable, the drugs have contributed greatly to improving the atmos- 
phere and the management of mental hospitals. It seems clear also 
that the drugs are useful adjuncts in the psychiatric treatment of 
certain patients in private practice and on an outpatient basis in 
clinics and hospitals, though the extent and the conditions under 
which this practice will prove sound remain to be confirmed through 
prolonged and careful study. 

‘*Psychiatrists are at the same time concerned about the apparently 
widespread use of the drugs by the public for the relief of common 
anxiety, emotional upsets, nervousness, and the routine tensions of 
everyday living. 

‘*Casual use of the drugs in this manner is medically unsound and 
constitutes a public danger. The tranquilizing drugs have not been 
in use long enough to determine the full range, duration, and medical 
significance of their side effects. Use of these drugs is no more to 
be encouraged than use of any other drug except where proper medical 
diagnosis determines that a drug is indicated to maintain the life and 
functioning of a person.’’ 

Other mental health leaders also urged this fall that physicians 
and researchers pay more attention to the bad effects tranquilizing 
drugs might have on man’s brain and behavior. Nearly 700 experts 
met in Washington September 21-22 to map plans for an intensive 
research effort to learn more about the tranquilizers. 

They called for the establishment of minimum standards of safety 
and effectiveness to screen drugs for clinical trials and eventual use 
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by the general public. Their recommendations grew out of discussions 
at the first national conference on the evaluation of drug therapy in 
mental illness. 


Joint Commission ReEcEIves $25,000 Grant 


Dr. Jack R. Ewalt, study director of the Joint Commission on 
Mental Illness and Health, announced receipt June 24 of the first sub- 
stantial grant from a private source in support of the three-year 
national mental health study begun by the Commission earlier this 
year. The grant came from the Smith, Kline and French Foundation 
of Philadelphia for general support of the Commission’s work in 
appraising present mental health knowledge and methods, pointing 
out gaps, limitations and deficiencies, and finding new approaches 
to solving the mental illness problem or better ways of implementing 
existing methods. 

The study was undertaken under a 1955 Act of Congress authoriz- 
ing the National Institute of Mental Health to grant $1,250,000 over 
a three-year period for an independent, objective, thoroughgoing 
survey. The act provided that the Joint Commission—organized for 
the purpose by a score or more of national organizations—can accept 
additional support from non-governmental sources. 

‘‘The Smith, Kline and French grant,’’ said Dr. Ewalt, ‘‘is the 
first of perhaps as much as $2,500,000 that we should like to raise 
from private foundations or industrial sources as a supplement to 
government funds. 

‘‘The study staff and its various advisory committees, made up 
of leaders in the mental health field, have completed the overall study 
design. The first task forces are now functioning. One is concerned 
with how mental health is promoted in the schools, the other with what 
happens to mental patients from the point of their breakdown in the 
community until their rehabilitation, when and if this occurs.’’ 


Work To Har Jamine or MENTALLY ILL 


In a formal resolution passed at their annual convention in Akron 
last June, the National Sheriffs’ Association urged ‘‘abolishment of the 
county jail as a temporary detention facility for the mentally ill.’’ 
The resolution follows: 

Wuenrzeas, the sheriffs of the nation have repeatedly expressed dis- 
approval of use of the county jail for temporary detention of the 
mentally ill, and 

Wuereas, there has been no widespread decrease in the practice in 
the past year, therefore 
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Be Ir Resouvep, that the sheriffs restate their reasons for requesting 
county and general hospitals to accept these patients: 

1. The mentally ill person has usually committed no crime. 

2. County jails today are overcrowded. 

3. Small county sheriffs’ officers are not specially trained for the 
proper handling and care of a mental patient. 

4. Many jails do not have proper or adequate detention rooms for 
the mentally ill. 

5. Detention in the county jail is unfair to the patient as well as to 
the custodians. 

6. Psychiatrists agree that a patient originally detained in a county 
jail is much more difficult to treat and readjust. 

7. Many mentally ill have:committed suicide while detained. in 
county jails. 

8. It is the duty of constituted public agencies to provide hospital 
detention facilities for the mentally ill. 

The sheriffs sent copies of the resolution to the National Association 
of County Officials, American Public Health Association, U. S. Public 
Health Service, Association of State and Territorial Health Officers, 
American Association for Hospital Planning, National Institute of 
Mental Health, Council of State Governments and National Associa- 
tion for Mental Health. 


The 84th Congress adopted a good deal of mental health legislation : 


e A $35,197,000 appropriation—$17,196,000 more than last year—for 
the National Institute of Mental Health. This amount allows 
$2,000,000 for testing new drugs, $12,246,000 for training psy- 
chiatric personnel, $500,000 for the massive mental health survey 
of the Joint Commission on Mental Illness and Health, $1,500,000 
for federal grants to state mental hospitals for investigations, ex- 
periments and demonstrations designed to improve the care and 
treatment of patients, and $3,000,000 for grants to states for 
detection, diagnosis and other preventive and control services. 
Mental health associations throughout the county supported the 
amendment of Rep. John Fogarty of Rhode Island adding 
$13,448,000 to the sum recommended for NIMH by the administra- 
tion. 

e A $675,000 increase for the U. S. Office of Education for research 
on educational problems of the mentally retarded. 

¢ A $2,000,000 appropriation for the Office of Vocational Rehabilita- 


tion for grants to nonprofit organizations for special projects (such 
a 
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as a demonstration of ways of providing psychiatric treatment to 
the deaf or an analysis of the work potentialities of mentally re- 
tarded adolescents). 

e A $10,000,000 appropriation for the Veterans Administration for 
expanded medical research on mental, nervous and brain disorders 
and other major diseases. 

e Authorization for Alaska to establish its own mental health program 
using up to $6,000,000 for operations and up to $6,500,000 for the 
construction of one or more hospitals. (For more than 50 years 
Alaska mental patients have been committed to a private hospital in 
Portland, Ore.) 


ExtTEeND BENEFITS TO MENTAL PATIENTS 


Oklahoma’s Blue Cross and Blue Shield plans have approved hos- 
pital and medical care benefits for members suffering mental and 
nervous illnesses. 

Last July 1, emotionally ill Blue Cross members became entitled to 
up to 30 days of hospital care during any 12 months. Hospitalized 
psychiatric patients who are members of Blue Shield became entitled 
to benefits for their physicians’ visits. Medical care benefits begin the 
fourth day of hospitalization and cover a maximum of 27 days’ care 
during any 12 months. 

N. D. Helland, Oklahoma Mental Health Association board member, 
said the Blue Cross and Blue Shield approved the new benefits in 
answer to general public demand throughout the state. Psychiatrists 
predict the extension of benefits to the mentally ill will spur the estab- 
lishment of psychiatric units in Oklahoma’s general hospitals, allow 
many patients to get early treatment and eventually take some of the 
load off the crowded state hospitals. 


Texans voted favorably this fall on a proposition to amend the state 
constitution so that jury trials for indefinite commitment of mental 
patients to state hospitals may be waived. Texas was the only state 
requiring that the mentally ill face trial by jury before they could 
receive care in public hospitals. 


Boarp RecomMENpDs Srx MHA Services 


The board of the National Association of Mental Health has ap- 
proved a list of six services that mental health associations may pro- 
vide to hospitals and communities: information service, volunteer 
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service te psychiatric patients, assistance to families of patients, 
assistance in the vocational and social rehabilitation of discharged 
patients, educational programs for community groups, and public 
information programs. 

The board has also authorized pilot studies of these services in 5 to 
10 areas where they do not yet exist, so that after a period of guidance, 
observation and evaluation operational standards can be set. 

In other action the board has reiterated NAMH concern for the 
mentally retarded and considered ways of working more closely with 
the American Association on Mental Deficiency and the National As- 
sociation for Retarded Children; approved an increase in the NAMH 
grant to the American Psychiatric Association for the inspection and 
rating of public mental hospitals; noted that clubs composed of former 
mental patients are springing up in some communities and recom- 
mended that mental health associations work only with those under 
their own direction and sponsorship; and hailed the news that six 
state and territorial mental health associations—those in Arkansas, 
Missouri, New Mexico, North Carolina, West Virginia and Wyoming 
—are completing the process of becoming NAMH divisions. 


Four Service Groups Back Men? .)) "*sALTH 


Four men’s service organizations with millions of members from 
one coast to the other have adopted mental health as a project and 
called their local units to active participation in the fight against 
mental illness. 

Meeting in San Francisco last summer, Kiwanis International for 
the second time urged its clubs and members to help: 


¢ Create a better public understanding of the causes, prevention and 
cure of mental illness. 

e Plan and provide adequate research, treatment facilities and trained 
personnel to restore mental patients to good health. 


The same month Civilian International, convening in Boston, adopted 
mental health as a project, and Optimist International, convening in 
Los Angeles, urged each Optimist Club to become actively interested in 
the mental illness problem and volunteer its services to the local 
mental health association. 

A few weeks later in St. Paul Unico National followed suit. 


* * * 
An 18-month experiment at Agnews State Hospital near Santa 


Clara, Calif., shows that some types of mental illness, including schizo- 
phrenia, are influenced by TV therapy. Closed-circuit TV therapy 
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simulates face-to-face situations and gives the impression of some 
aspects of individual therapy even while being administered to a large 
group. The hospital’s psychiatrists, who could give an average of 
six minutes of therapy a day to a patient in person, find they can give 
much more time to patients with the help of the TV screen. 

The experimental group saw 217 special films, chosen to spur their 
interest in recovery and in adjusting to life outside the hospital. Live 
shows originating in the hospital also helped. Programs included 
psychodramas, art and music, and quiz shows. 


CaNnapDA’s SERVICES CALLED INADEQUATE 


The Canadian Mental Health Association has called for large-scale 
development of mental health services and facilities in all parts of the 
dominion ‘‘since present services are inadequate for either hospitaliza- 
tion or community care.’’ 

Convinced that modern psychiatric diagnosis and treatment require 
radical changes in the structure, organization and administration of 
mental hospitals, the association has recommended that no more large 
mental hospitals (or additions to those now in operation) be built. It 
urges instead regional mental hospitals of not more than 400 to 500 
beds, located near medical schools and tailored to regional needs and 
circumstances. 

Arguing that a community is not well served by piecemeal, unre- 
lated development of individual facilities, the association wants an 
interlocking pattern of mental health services: mental hospital, social 
agencies, clinics, the psychiatric ward of the general hospital, private 
practitioners and medical school. It has also called for a census of 
mental illness to learn what kind of mental health services are in 


demand, and where. 
S * + 


BROADEN VOLUNTEER SERVICES 


A new service of the National Association for Mental Health got 
underway this fall with the appointment of Miss Mary Mackin as 
Administrative Assistant Director of Volunteer Services. She will 
aid a volunteer Director in guiding and extending voluntary partici- 
pation in the mental health movement. 

**Working through the NAMH field staff, as do all services of the 
national office, the new service will assist state associations, and through 
them local associations, in expanding their volunteer services,’’ Richard 
P. Swigart, NAMH executive director, explained. ‘‘We are particularly 
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interested in helping them achieve sound methods of recruiting, train- 
ing and guiding volunteers for service on mental health association — 
boards and committees, for service to patients in mental hospitals and 
clinics, to discharged patients and to the families of patients, for 
educational service as discussion leaders, and for varied clerical duties 
in mental health association offices.’’ 

Miss Mackin has had wide experience, both local and national, in 
organizing and developing volunteer services. During 12 years with 
the American Red Cross she worked in military hospitals overseas, in 
the VA neuropsychiatric hospital at Topeka and at Hines VA hospital, 
Chicago, and was an assistant director of the national ARC Office of 


Volunteers. 
€ * * 


Ask ImprOvED CARE FOR THE RETARDED 


Official representatives of 10 northeastern states have called on the 
Council of State Governments to stimulate improved care for the 
mentally retarded. They also asked the Association of State and 
Territorial Health Officers to weigh the need for additional federal 
funds to provide proper facilities for retarded and emotionally dis- 
turbed children. 

At their fourth semi-annual meeting, held in Providence this fall, 
the Northeast State Governments Conference on Mental Health urged 
in a formal resolution that a CSG committee of professional workers, 
legislators, government officials and laymen: 


© Develop a model act covering the legal and organizational aspects 
of care and treatment for the mentally retarded. 

Develop guides for services to all kinds of mentally retarded children 

and adults. 

Stimulate and possibly sponsor research and training in the field of 

mental retardation. 

Consider methods of coordinating the activities of federal, state and 

local agencies involved in research, training and treatment for the 

mentally retarded. 

Continuing discussions begun last spring, those participating in the 
conference concluded that children who are mentally ill should receive 
care and treatment in or near their own community. They also agreed 
that institutions for mentally ill children should be coordinated with 
local agencies. 

‘‘There is some tendency,’’ a spokesman pointed out, ‘‘for local 
agencies to cut themselves off from any responsibility for a child once 
it has been placed in a state institution. It is sometimes too easy for 


9 
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them to ‘dump’ a child on the institution and too difficult to get the 
child back into the community.’’ 

In another resolution the states agreed to ask the Surgeon General of 
the U. S. Public Health Service to ‘‘study and consider the question of 
a major increase in funds’’ for community mental health services 
throughout the country. They also pointed to the continuing need for 
adequate professional training for mental health workers, both before 
and during their service. 

Recommendations and resolutions adopted by the fourth conference 
are available from the Council of State Governments, along with the 
proceedings of the third conference, held last spring at Asbury Park, 
N. J. 

* * * 

Three universities have received grants totaling $425,893 from the 
National Institute of Mental Health to develop mental health studies 
for theological students. 

Harvard University, Yeshiva University, and Loyola University in 
Chicago will use the funds during the next five years for pilot and 
evaluation projects designed to give future clergymen mental health 
insights necessary to the successful discharge of pastoral functions. 
Frequently, it was pointed out, the trained clergymen can perform an 
important service by referring the emotionally disturbed to sources 
of psychiatric help. 

The Harvard project will enlist the support of the American Asso- 
ciation of Theological Schools, Loyola will cooperate with Catholic 
seminars, and Yeshiva will establish ties with Jewish seminars and col- 
leges representing the different branches of Judaism. The new Na- 
tional Academy of Religion and Mental Health assisted in developing 


the program and will serve as consultant. 
* * 


Columbia University has instituted a 20-month degree course in 
psychiatric administration to prepare candidates for posts in mental 
hospitals, clinics and community mental health programs. Each stn- 
dent divides his time among basic courses leading to a master of 
science degree in administrative medicine, specialty courses in the 
department of psychiatry, supervised field observation in an institu- 
tion or community program, and a special project. 


Lester TAYLOR MemorIAL SCHOLARSHIP 


A $500 scholarship, named for the Cleveland Health Museum’s 
first president, has been made available by the women’s committee of 
the museum to any qualified graduate student interested in school 
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health education, visual methods in health education or educational 
work in museums. 

Special projects, tailored to the interests and requirements of the 
candidate, are set up for completion in from one to three months. 
All projects must be completed on the museum premises under the 
direction and supervision of its professional staff, and a written report 
of the project(s) is required. 

A tuition fee of $100 will be paid to the museum from the $500 
stipend. The remainder is paid directly to the candidate for living 
and other expenses. 

Address all requests for applications to Bruno Gebhard, M.D., 
director, Cleveland Health Museum, 8911 Euclid, Cleveland 6, Ohio. 
* * * 

The Hofheimer Prize of $1,500 is awarded annually by the American 
Psychiatric Association for an outstanding research contribution in 
the field of psychiatry or mental hygiene which has been published 
within three years of the date of the award. The competition is open 
to citizens of the United States and Canada not over forty years of 
age at the time the article was submitted for publication, or to a group 
whose median ages do not exceed forty years of age. The next award 
will be made at the annual meeting of the American Psychiatric Asso- 


ciation in May, 1957. Ariicles submitted to the Prize Board before 
March 1, 1957 will be considered. Eight copies of each publication 
and data concerning age and citizenship should be sent to Theodore 
Lidz, M.D., chairman, Hofheimer Prize Board, 333 Cedar St., New 
Haven, Conn. 


SIGNIFICANT PUBLICATIONS 


Psychiatry, the Press and the Public is a provocative discussion of 
problems encountered in communicating psychiatric information to the 
public. The 66-page booklet summarizes ideas developed by eminent 
psychiatrists and the nation’s leading science writers and reporters 
during a conference called last year by the American Psychiatric 
Association in cooperation with the National Association of Science 
Writers and the Nieman Foundation for Journalism. 

More than 50 of them met to talk over some hitherto unpublished 
findings about public attitudes towards psychiatry and mental illness, 
and consider how psychiatry and the press can work together more 
effectively in breaking down misconceptions about mental disease. 

Though the codes of their two professions frequently impede rather 
than facilitate teamwork, both the psychiatrists and the writers were 
able to agree on four general principles: 

e The two professions have a joint objective of giving the public 
accurate information that will further its understanding of psychi- 
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atry and promote the public’s acceptance of its responsibility in 

meeting the problems of mental illness. 

In attaining this objective, psychiatrists can serve as reliable sources 

of information and members of the press can give this information 

thoughtful presentation. 

Responsible members of both professions will avoid distortion and 

sensationalism, try to remove the stigma associated with mental 

illness, and keep in mind that some psychiatric material may arouse 
anxiety. Above all, they must be concerned with the welfare of 
the patient and the protection of his interests. 
¢ Members of each group should deal with those of the other group 
as professional persons with appropriate skills, who function under 
restrictions imposed by their own discipline. 
* * #& 

Almost 80 recent films are listed in Mental Health Motion Pictures, 
1956 supplement to a selective guide released four years ago by the 
National Institute of Mental Health. 

The new list contains information on 11 films which help people 
understand themselves and children, 4 which can be used in marriage 
counseling, 8 which help teachers increase their understanding of 
students and their problems, 16 for use in classrooms to help students 
understand emotional problems, 28 which give general audiences a 
better understanding of mental illness, and 11 with other mental 
health implications. 

A special virtue of the supplement is that it provides space in 
which to record the opinions of groups previewing each film. Informa- 
tion on each entry includes: producer, distributor, year produced, sug- 
gested audiences, television information and a short description of 
the content. 

The list is available for 30¢ from the National Association for Mental 
Health, 10 Columbus Circle, New York 19. 

e * * 

Considerable information of use to mental health associations 
appears in a new publication called Programs on Alcoholism Research, 
Treatment and Rehabilitation in the United States and Canada. The 
36-page analysis contains state-by-state figures on treatment and 
treatment facilities, follow-up, education and information, and re- 
search. Both a handbook of information and a guide for public action, 
the book gives a good picture of the way each state goes about helping 
the alcoholic. It is a publication of the Licensed Beverage Industries, 
155 E. 44th St., New York 17. 
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Most of the important books and articles about the mental health 
of college students in the last 20 years are listed and in many instances 
abstracted in a bibliography released this fall. The World Federation 
for Mental Health and the International Association of Universities 
published the list of 1800 references especially for an international 
conference on student mental health held in Princeton, N. J., Septem- 
ber 5-15. 

In a foreword Dr. Daniel H. Funkenstein and George H. Wilkie, 
who prepared the bibliography, observe that a mental health program 
for college students benefits the general population as well as the 
students and faculty. 

Student Mental Health: An Annotated Bibliography, 1936-1955 
abstracts many articles that appeared in Menta Hyarene. The bibli- 
ography is available for $3 from the New York office of the World 
Federation for Mental Health, Room 1300, 10 Columbus Circle. 

* * *& 

Mental hospital employees in some states are working as many as 
55, 60, 66 and 72 hours a week. Graduate nurses in North Carolina’s 
mental institutions work 66 hours a week. Members of the medical 
staff of an Iowa institution work 55 hours plus night calls. Supervisors 
and attendants in Tennessee’s institutions work 72 hours. 

These are some of the findings reported recently by the Interstate 
Clearing House on Mental Health in Selected Employment Regulations 
for Personnel at State Institutions for the Mentally Ill and Mentally 
Deficient. The 39-page report tabulates information on working hours, 
work week, compensation for overtime, vacation and sick leave privi- 
leges, merit and retirement system coverage for public mental institu- 
tions in the 48 states. 

Institutions in all but four states—Arkansas, Idaho, Missouri and 
West Virginia—provide some kind of retirement system for their 
employees, and more than half the states operate a merit system for 
some classes of institution workers. 

If you want to compare working conditions for institution employees 
in your state with those elsewhere, send $1.50 to the Council of State 
Governments, 1313 E. 60th St., Chicago 37, for a copy of the report. 

* 2 * 

Who is delinquent ? asks Dr. Fritz Redl in the title of a recent article 
in the National Parent-Teacher Magazine in which he presents his 
own interpretation of the problem. The author, chief of the NIMH 
laboratory for child research, expresses impatience with those who 
unthinkingly brand any and all aspects of Johnny’s defiant conduct 
as ‘‘delinquent.’’ This stereotyped tendency to lump all defiant con- 
duct under a convenient label reflects, says Rr. Redl, a regrettable lack 
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of discernment and understanding of youthful problem behavior. Dr. 
Redl, who is well-known for his writings and lectures in this specialized 
field, takes a dim view of the fuzziness and lack of precision that 
characterize popular usage of the term ‘‘delinquency.’’ He feels such 
generalizations, entirely unsupported by scientific findings, obscure 
the problem and hamstring a broad approach to corrective planning. 

- * * 

More and more law enforcement officials are building their training 
courses for rookie policemen around a manual, ‘‘ How to Recognize and 
Handle Abnormal People,’’ published by the National Associavion for 
Mental Health. From one end of the country to the other, they com- 
ment enthusiastically on its value as a training tool. 

After using the manual as a text for a 4-hour course, 60 police 
recruits of Miami, Fla. asked for a longer course next year. The 
Mental Health Society of Southeast Florida supplied the Police 
Academy with copies of the booklet. 

The Connecticut Association for Mental Health has distributed about 
1,000 copies to the FBI, State Police and others. The New Haven 
Police Academy asked the CAMH to conduct a 2-hour session for 
the benefit of recruits, and to provide a discussion leader for two train- 
ing sessions for police officers. 

The Delaware Association for Mental Health has also embarked on 


an intensive training series for the State Police, with discussions by a 
psychiatrist, a psychologist and a psychiatric social worker of topics 
in the manual. And the Texas Society for Mental Health has reported 
that Galveston police used the booklet to good advantage in a 3-day 


course, with San Antonio planning to follow suit. 
% * ed 


A new serial format distinguishes the latest edition of the NIMH’s 
Annual Report of Patients in Mental Institutions which this year 
contains data based on the 1952 annual census of patients. Heretofore 
this annual compilation, prepared in the NIMH’s biometrics branch, 
has appeared as a single volume. Commencing this year, the work will 
be released serially in four segments ... Part I: Public Institutions 
for Mental Defectives and Epileptics, can be obtained from the Super- 
intendent of Documents, Washington 25, D. C., for 35 cents a copy. 
Specify Public Health Service Publication No. 483—Part I. An- 
nouncement will be made in MentTaL HyGrene as each of the three 
remaining parts are published. 


HONORED FOR CONTRIBUTIONS TO MENTAL HEALTH FiELp 


With a gift of $400,000 from the Ittleson Family Foundation, the 
Washington University School of Medicine, St. Louis, has established 
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the Blanche F. Ittleson chair of child psychiatry, first such endowed 
professorship in the United States. Mrs. Ittleson, one of the country’s 
pioneers in the field of mental health, has worked for 40 years to estab- 
lish programs that would develop the mental, psychological and emo- 
tional health of children and adults. 


New APPOINTMENTS IN NEw YORK DEPARTMENT 


Robert E. Patton has been appointed director of the bureau of 
statistics in the New York State Department of Mental Hygiene. He 
succeeds Benjamin Malzberg, Ph.D., who resigned in September to 
carry out a five-year research project on demographic and related 
aspects of mental disease. 

Dr. Alvin I. Goldfarb has been named consultant on psychiatric 
services for the aged. In the new position, created by the 1956 legis- 
lature, he will coordinate geriatric programs and help in planning for 
aged mental patients. 


SeventH LEcTURE SERIES 


The North Shore Health Resort, Winnetka, Ill., launches its seventh 
annual lecture series this fall with Dr. Daniel Blain, medical director 
of the American Psychiatric Association discussing ‘‘The Unique 
Position of the Physician in Our Society.’’ The 1956-57 series of nine 
lectures will highlight the role of the physician as a counselor in pro- 
moting healthy emotional development. They will be presented as a 
public service to acquaint doctors, medical students, the press and 
allied professional personnel with the problems, techniques and man- 
agement of psychiatric cases. 

Previous series were edited by Dr. Samuel Liebman, the hospital’s 
medical director, and published by J. B. Lippincott & Co. in two books, 
‘*Stress Situations’’ and ‘‘Management of Emotional Problems in 
Medical Practice.’’ The forthcoming series will also be published as a 
monograph, with royalties going to the American Psychiatric Associa- 
tion for the promotion of public education in mental health. 


NEw PERIODICAL 


On its way to a stable position among mental health periodicals is 
the Archives of Criminal Psychodynamics, now completing its first 
year. Dr. Ben Karpman is editor, Dr. Melitta Schmideberg associate. 
The editorial board includes Drs. Walter Bromberg, Jacob H. Conn, 
George Devereux, Wladimir G. Eliasberg, Arthur N. Foxe, George E. 
Gardner, Leo Kanner, Samuel B. Kutash, Lawson G. Lowrey, Sydney 
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B. Maughs, Karl A. Menninger, Lester W. Sontag, Karpman and 
Schmideberg. The address is Station L, Washington 20, D. C. 


The editorial office of MenraL HyGimenz moved the end of October 
to Room 1300 in the New York Coliseum at 10 Columbus Circle, New 
York 19. The new telephone number is PLaza 7-7800. 








